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Poison Control Centers! 
C. COLLINS-WILLIAMS;,? M.D., F.R.C.P.(C) 


ISONING is one of the important causes of morbidity and mortality. 
In Canada, there are approximately 350 deaths every year from poisoning 
but this figure gives no indication of the morbidity since relativ ely few poison- 
ings result in fatality. At the Hospital for Sick Children there are approximately 
140 admissions per year for poisonings but deaths are very rare. Another 500 
are treated as out-patients for poisoning and there has been no mortality. 
From the point of view of the practising physician who has to deal with 
these cases, the problem is becoming increasingly difficult because of the 
large variety of poisonous preparations available to the public and the com- 
plexity of the treatments for them. These preparations often consist of complex 
drugs and, with the vast majority, information is not readily available to the 
physician as to their contents. Therefore, even though the substances may be 
extremely toxic the physician may not be able to find out in time the toxic 
ingredients and give the appropriate type of treatment. Because of this there 
has developed over the past few years the idea of setting up “poison control 
centers” at which or from which cases of poisoning may be treated. Poison 
control centers have two specific objectives: the first is improvement in treat- 
ment, including first-aid measures and long-term treatment, through increased 
knowledge of potentially toxic substances and dissemination of information 
among practising physicians. The other objective is the prevention of poisoning 
by interruption of the chain of circumstances that may lead to poisoning and 
by education of the profession and the public in the proper methods of 
handling toxic substances. 
A poison control center can be of value only within a limited geographical 
area. Obviously, it is not practical to have such a center in ev ery city and town 
but these centers can carry out their function if located in each large city or 


1Presented at the forty-fifth annual meeting, Canadian Public Health Association, Toronto, 
May 27-29, 1957. 


*Hospital for Sick Children and Department of Paediatrics, University of Toronto. 
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medical center and can make information available by telephone to physicians 
in the surrounding areas. In this manner, the treatment, follow-up and preven- 
tion facilities can be made available to every citizen. 


Organization 


The organization of a poison control center requires first a physical location 
where the collected data are available and where facilities are available for 
treatment of patients. Probably the most practical location is in the emergency 
department of a large hospital. In this center all of the drugs for the treatment 
of poisoning, intravenous fluids, antidotes, etc., must be available as well as 
treatment apparatus such as gastric lavage tubes, oxygen, tourniquets, syringes, 
etc. All equipment must be clearly labelled and kept in full stock at all times. 
In addition, lists are needed of the toxic ingredients in various poisonous 
materials as well as complete information for the treatment of every type of 
poison. This information is best kept in a file card system and must include a 
card for each toxic substance with a list of ingredients and either a percentage 
composition of these ingredients or else some indication as to which of the 
toxic ingredients are most - to cause symptoms in the patient upon entrance 
into the body. Another card index system must have the treatment for each 
toxic substance clearly stated and this must be available for ready reference. 
Such treatment cards must include a brief summary of symptoms and the 
type of treatment which is necessary for both mild and severe forms of poison- 
ing since, in the more severe types, much more elaborate therapy is required. 
There must also be a dosage schedule for all ages, of the drugs required, since 
there is no simple rule for determining the dose for an infant or small child if 
only the adult dose is made available. Such a card index system for both 
sources of poisons and treatment must be kept up to date continuously. New 
products are coming on the market all the time and unless these are included 
in the system it becomes ineffective. Similarly, methods of treatment are being 
consti intly improved and once a treatment has been well established it should 
be incorporated into the card index system although treatments that are still 
experimental should not be included. This card index system should be 
supplemented by a small library on toxicology because cases are likely to 
arise which present special problems that cannot be foreseen at the time the 
card index system is drawn up. 

The staffing of a poison control center presents a considerable problem. 
In a large hospital it is best staffed by house staff and it is essential that any 
house doctor working in the center be thoroughly familiar beforehand with 
the physical set up, the drugs available and the method of using the poison 
source and treatment card index so that in an emergency there is no unneces- 
sary delay. The poison control center must be under the supervision of some 
permanent member of the staff since house staffs change frequently. In 
hospitals where a house staff is not available the same type of prompt treat- 
ment can be given if two, or preferably three, members of the permanent staff 
are thoroughly familiar with the physical arrangements of the poison control 
center and can be on call to provide this service. It is absolutely essential that 
service be provided on a twenty-four hour basis, seven days a week, either by 





— #«¢ 


—=> 





March 1958 POISON CONTROL CENTERS 93 


the physicians responsible acting in shifts or one physician being continuously 
on call. In addition, it is necessary to have consultants available, such as 
chemists, toxicologists and pharmacologists, to give expert advice in unfore- 
seen circumstances. The location and telephone number of the poison control 
center should be publicized throughout the entire area that it serves. 


Functioning 


Where possible, patients should be brought to the center for treatment. If 
this is not possible, the attending physician should know where to phone for 
accurate information about treatment. A physician should be able to telephone 
the poison control center at any time of the day or night for information as to 
the toxic substances in the material to which his patient has been exposed and 
details of the treatment required. It should be stressed, however, that such a 
patient is the responsibility of the attending physician. The poison control 
center, in this case, does not act as the physician in charge of treatment but 
merely acts as a source of information or a textbook to which the physician 
can refer for instant information. What treatment is carried out and how it is 
carried out will, in the last analysis, rest with the attending physician since 
no one on the telephone at the poison control center can use clinical judgement 
to assess the patient’s condition or to judge how long treatment should be 
continued. Treatment must rest with the attending physician based on the 
information which he receives either from the poison control center or from 
other sources. 

The follow-up of the poisoning case is in many ways just as important as 
treatment itself. The follow-up first of all assesses the value of the treatment 
given which is extremely important if we are to know its effectiveness. It also 
gives information as to how the patient came in contact with the poison in the 
first place and may assist in preventing similar poisonings in the future. This 
information is most easily obtained in large centers by public health nurses 
who visit the homes and obtain the required data first-hand. 


Services of the Food and Drug Directorate, Department of National Health 
and Welfare 


In Canada we are fortunate that the Food and Drug Directorate, under the 
direction of the chief medical officer, Dr. J. R. MacDougal, is making card 
index systems available to centers that wish to set up a poison control center. 
There are three sets of cards in this system. One set of white cards lists 
approximately 1,200 poisonous substances, other than patent medicines, with 
their poisonous constituents. They do not give the percentage composition of 
these materials since in many cases these are trade secrets, but do list all of 
the poisonous constituents contained in them with the substances listed in 
decreasing importance in so far as poisoning is concerned. There is a similar 
set of approximately 3,000 orange cards listing all the patent medicines with 
their ingredients and a third set of approximately 300 green cards giving the 
treatment for the poisonous substances. Where necessary, the information is 
broken up into treatment for mild symptoms and severe symptoms and the 
symptoms are also listed. 
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It is the intention of the Food and Drug Directorate to keep this card index 
system up to date as much as possible. This greatly simplifies the work of the 
individual poison control center since it is a tremendous job to keep track of 
every toxic substance as it comes on the market and list it in the card index. 
It is expected that the poison control centers will send new information to the 
Food and Drug Directorate so that it may be distributed to the other centers 
in the country. 

The Food and Drug Directorate also supplies reporting forms. One is a 
“Report of Poisoning” which, it is expected, will be filled out for each case 
treated at the center. In this are included data such as the type of poisoning, 
trade name, amount taken, symptoms, treatment, hospitalization, etc. There 
is also a “Follow-up of Poisoning” form which is to be filled out at a later date 
and includes information on complications, how the accident happened, the 
measures likely to lead to the prevention of other poisonings, etc. The in- 
formation deduced from these two forms, when they are properly filled out 
at poison control centers throughout the country and submitted to the Food 
and Drug Directorate, will be extremely valuable in the treatment and pre- 
vention of poisoning. 

The availability of this material makes it a great deal easier to set up a 
poison control center since the information contained on the index cards is 
the greatest stumbling block for a practising physician whether he is in 
private practice in a non-medical center or on the staff in one of the major 
medical centers. With the co-operation of everyone concerned, this very excel- 
lent card index system can be improved even further as more data are collected 
throughout the country. 


SOCIO-MEDICAL CARE OF THE 


surgical means. Elderly patients with 
ELDERLY 


coughs are no longer being passed off 





“In an attempt to divorce fact from 
fancy and desire from necessity, a 
thoughtful British general practitioner 
has made a study of this problem. From 
the purely me dical point of view, it is 
salutary to note that the term ‘geriatrics’ 
does not ¢ appear once in the entire study. 
There are no diseases peculiar to old 
age, and it is to be hoped that the present 
downward trend in popularity of this 
pseudospecialty will continue and be 
accelerated. Many of the disabilities en- 
countered in old age are improvable or 
curable or both, by routine medical or 


with a diagnosis of ‘bronchitis’. Many are 
being found to have tuberculosis and are 
being successfully treated in our sanatoria, 
where they are having interesting effects 
on the age-statistics. “Heart failure’ in 
the elderly frequently has a cause that 
can be intelligently treated. Dietary 
neglect with multiple vitamin deficiencies 
is readily correctible. The techniques of 
surgery and anaesthesia have improved 
so radically that if operation is required 
advanced age is no longer a contra- 
indication.” 


—Editorial, Canad. M.A.J., 1957, 77: 1038. 


An Outbreak of Food Poisoning in an Urban 
Hospital 


W. G. BROWN,’ M.D., D.P.H., G. K. MARTIN,? M.D., D.P.H., 
A. W. TAYLOR, M.D. 


N Friday, June 14, 1957, a student nurse reported to a Toronto hospital 

infirmary at 8.00 p.m. with a history of sudden onset of abdominal pain, 
fever and vomiting, followed by generalized muscular tenderness, diarrhoea 
and frontal headache. Within the next 36 hours, a total of 89 persons, including 
84 student nurses, 2 student physiotherapists and 3 cafeteria employees, were 
reported as having the same clinical pattern. Of this group, 59 were 
hospitalized in the infirmary, 24 were treated in other hospitals or by family 
physicians at home, and an additional 6 had similar symptoms but were not 
sufficiently ill to receive medical care. Stool specimens were forwarded for 
laboratory examination and reports were received within 72 hours indicating 
the presence of Salmonella typhimurium. 


INVESTIGATION 


Because of the developments related above and the fact that all these 
patients usually ate at one hospital cafeteria, food poisoning was suspected. A 
questionnaire was compiled concerning all foods consumed by the patients 
from the Thursday afternoon to the Friday evening preceding onset of 
symptoms. A similar list containing all foods available during the above period 
was circulated among a number of student nurses who were not ill but who 
normally ate at the same cafeteria. They were asked to check off foods eaten. 
A total of 171 questionnaires regarding diet were completed, including 88 
from the patients and 83 from nurses who were not ill. 

The questionnaires completed by the patients indicated that, with the excep- 
tion of one nurse, all had been present at the Friday noon meal. During the 
other meals at least 20% of the group had been absent. With reference to this 
noon meal, there was only one item of diet checked by over 85% of the patients 
present. This was a peach trifle. Seventy-nine stated they had the peach trifle, 
8 stated they did not and 1 was not sure. This item of diet was suspected by 
the girls as illness de veloped, as it was said to have had an “off” flavour. Of the 
nurses remaining well, the diet list showed many had not been present at the 
noon meal, and of those present, only 3 stated they ate a serving of peach trifle. 
A total of 267 nurses had been served on Frid: 1y noon and, unfortunately, 
information was obtained on only approximately half of this number. It was 
stated that only about 110 servings of peach trifle were eaten and it is known 
that some of the patients had more than one serving. 


1, 2Ontario Department of Public Health, Parliament Buildings, Toronto. 
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It was learned that the peach trifle was made from cake, custard sauce and 
peaches. The cake had been made in the central bakeshop on Wednesday and 
portions had been used in other parts of the hospital. In the nurses’ cafeteria, 
peach halves were added, directly from tins, to the already prepared cake and 
custard sauce. A number of tins were used and there is no suggestion that the 
peaches were not well preserved. The preparation of the cream custard be- 
came of extreme interest. 

It was found that on Wednesday, around noon, the cream custard was pre- 
pared in a steam kettle by adding skim milk powder to hot water, boiling for 
five minutes, adding corn starch, boiling for 15 minutes and adding defrosted 
melange (whole egg mixture) and boiling for a short time. The mixture was 
then cooled to room temperature and poured into clean 40-Ib. marmalade tins. 
Apparently this mixture was poured out of the steam kettle at approximately 
1.30 p.m. Wednesday, remained in the bakeshop for about an hour and was 
put into a refrigerator until 8.30 a.m. Thursday. At this time the custard was 
brought back to the bakeshop, again put into the steam kettle, mixed, and 
salt and vanilla added. The total amount of custard consisted of three or four 
40-Ib. marmalade pails (approximately 6-8 gallons). 

Of this amount, approximately one-half was sent on Thursday morning to 
the kitchen serving the private patients and used Thursday and Friday for 
apricot whip and peach trifle. These items were well refrigerated and although 
«approximately 250 patients had trifle made from this portion of the custard, no 
illness was reported. Of the remaining portion of the custard, approximately 
one-half was used for the preparation of peach trifle for the public wards. This 
custard remained in the bakeshop until approximately 2.30 p.m. Thursday 
afternoon, when it was removed to the adjoining kitchen to make about 250 
servings of peach trifle for the public wards. These peach trifles were re- 
frigerated at approximately 3.30 p.m. Thursday and used at Friday lunch for 
public ward patients. Again, no illness was reported among public ward 
patients eating this item for Friday lunch. Thus, of the original 6-8 gallons 
of custard made on Wednesday afternoon and Thursday morning, about 75% 
was used for private patients and public ward patients with no illness resulting. 
The remaining 25% of the custard, which was said to be a portion of a 
marmalade pail left over from the preparation of the public ward trifles 
Thursday afternoon, was left out in the bakeshop at room temperature. This 
was picked up between 9.30 and 10.00 a.m. on Friday morning, taken in the 
original pail to the nurses’ cafeteria and added to the other ingredients of the 
trifle, then refrigerated for approximately one hour before being used. Thus, 
the custard used in the trifle used for student nurses was prepared Wednesday 
afternoon, refrigerated until Thursday morning and remained in the bakeshop, 
which has a temperature of over 100° Fahrenheit, from Thursday, 8.30 a.m. 
until Friday, 9.30 a.m.—a period of over 24 hours. As well, it remained for 
roughly an additional hour and a half at room temperature while undergoing 
preparation in the nurses’ cafeteria. 

With this story of improper refrigeration combined with the rather conclusive 
evidence brought out in the dietary questionnaire, there seemed to be little 
doubt that the custard sauce was the source of this outbreak. Further investiga- 
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tion was carried out in the attempt to determine how the custard sauce became 
contaminated with salmonella organisms. The ingredients used in the prepara- 
tion of the custard sauce were water, powdered skim milk, corn starch, 
melange, salt and vanilla. The containers used and the ingredients themselves 
were felt to be satisfactory, with the exception of the melange. Although there 
was evidence of the contamination of the outside of the powdered skim milk 
sack, due to storage directly in contact with the bakeshop floor, the sack was 
lined with thick plastic and it would be improbable for surface contamination 
to reach the skim milk powder. As well, the skim milk powder was boiled for 
a period of 15 minutes in the process of making the custard. Although it was 
stated that the custard was boiled for five minutes after the melange had been 
added, it is only reasonable to assume that boiling would be limited to that 
amount of heat which would not coagulate egg white. As well, some portion 
of the melange may not have been completely defrosted and it is improbable 
that all parts of the melange reached a high temperature during the preparation 
of the custard. Thus, of the basic ingredients going into the preparation of the 
custard, the melange remained the only item under suspicion. 

Melange is purchased in a frozen state in two- or four-pail lots two or three 
times weekly from a single supplier. It is then stored in a refrigerator until 
shortly before use. Any melange remaining after preparation of food is returned 
to the refrigerator. Although records were not available for confirmation, it is 
considered most likely that the melange used in the preparation of this custard 
was received by the hospital either June 7 or 10. Thus, it remained in a re- 
frigerator, of which the temperature was unknown because of lack of a 
thermometer of any type, for a period of either 48 or 120 hours. The supplier 
stated that the shipment made on these days was from lot number 887, 
although records were not available to support this statement. Samples taken 
from other pails of this lot by federal authorities, when it was prepared, were 
satisfactory and, as well, defrosted samples taken on June 21 gave satisfactory 
results. A number of pails of melange found at the time of examination were 
not properly labelled, and, in fact, two pails had no labels at all. The person 
in charge of the bakeshop could give no information as to the type of labelling 
on the pails of melange used for the custard preparation. 


LABORATORY FINDINGS 


Most of the laboratory tests carried out as part of this investigation were 
performed at the Central Laboratory, Ontario Department of Health. A total 
of 145 specimens of blood, stool and vomitus were examined by the Enteric 
and Serology sections, and 5 specimens of egg melange were examined by the 
Milk and Water section of the above laboratory. 


PATIENTS 
(i) Stools: 

Specimens were examined during the acute phase of the illness as a diag- 
nostic aid and, following this, to determine whether or not the pathogenic 
organism was still present in the intestinal tract. 
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Stools submitted from 29 patients during the acute stage of the illness were 
all reported positive for Salmonella typhimurium. 


A number of stool specimens were submitted as part of the follow-up 
investigation with the following results:— 


6 patients reverted from positive to negative (for Salmonella typhimurium) within 
2 weeks of onset. 
5 patients reverted to negative between 2 and 4 weeks of onset. 
6 patients were still positive 4 weeks after onset. 
13 patients, who originally had a positive stool during the acute phase, did not submit 
further specimens. 
31 patients, on whom no stool was examined during the acute phase, had negative 
stools 16 or more days after onset. 


(ii) Vomitus: 
Specimens of vomitus were submitted from 3 patients during the acute 


phase. One was reported positive for Salmonella typhimurium, the other 2 
being negative. 


(iii) Blood: 

(a) Blood culture—specimens submitted from 6 patients severely ill during the early 

stages of illness, were all reported as being negative. 

Widal test—specimens were taken from 10 patients 18 or more days after onset. 
Eight of these showed agglutination to Salmonella “O” Group B in titres of 1:50 to 
1:200. Of these 8 patients, 4 exhibited positive steols during the acute phase, and 
in the remaining 4 no stools were examined. Of the 2 patients giving negative Widals, 
one had a +-ve stool and no stool was examined in the other case. 
Homologous antigen agglutination test—an antigen was prepared from the strain of 
Salmonella typhimurium isolated from one of the patients and agglutination tests 
carried out as in the Widal test. This test was carried out on the same serum 
specimens as the Widal tests and the results paralleled those obtained with the 
Salmonella “O” Group B antigen mentioned above. 
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FOODHANDLERS 


Stool specimens were submitted by all foodhandlers who might possibly 
have come in contact with the custard during its preparation. As well, blood 
samples were taken from this group for Widal and homologous antigen aggluti- 
nation tests. 

All blood specimens were reported as giving negative results for S. typhi- 
murium and all stool specimens except one were negative. 

The one exception concerned a foodhandler whose faeces specimen, sub- 
mitted on June 21, contained Salmonella typhimurium. This person denied 
any history of infection, recent or remote, and stated she did not eat any of 
the cream custard implicated. Further specimens submitted over a period of 
the next three weeks were all reported as being negative. It would appear that 
the probability of this person being a carrier could be ruled out by the 
repeatedly negative stools and the absence of agglutination in the blood tests 
performed. Possibly a clerical or laboratory error occurred or, more probably, 
in spite of a negative history, this person may have been infected from the 
same source as the student nurses. 


EGG MELANGE SPECIMENS 


Two specimens of egg melange were taken June 18 and allowed to stand at 
room temperature for 12 hours. They were then examined for the presence of 
typhoid, salmonella and shigella organisms, but gave negative results. The 
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supplier stated that the pail from which these specimens were taken was the 
same lot used in the custard preparation, but this could not be verified. 
Three additional specimens were taken June 20 to determine the quality of 
this product. Surface and deep samples were taken from one pail, which was 
) being held in a refrigerator and was thoroughly thawed out. The plate and 
coliform counts were good, considering the condition of the product. A speci- 
men taken from a frozen pail of anotlies lot number gave very poor results, 
even though the product appeared frozen. 


P late Count Coliform Count 





) #1—surface sample 17 000, 000 6,000 
#2—deep sample 6,000,000 5,000 
#3—frozen sample 2,700,000 145,000 


CLINICAL PICTURE 


It was suggested that it would be of considerable interest to obtain detailed 
information regarding the clinical picture presented in these cases. A question- 
naire was given to all cases on July 3 and 85 forms were completed. 


FABLE 1—INcCUBATION PERIODS 


Incubation Period 





in hours Numbers of Cases 
O- 9 O 
9-12 6 
12-15 5 
15-18 12 
18-21 15 
21-24 19 
24-30 8 
30-36 12 
36-48 3 
48-66 5 


85 — Total 


Table 1 indicates that the incubation period for this illness varied from 9 to 66 hours. 
The average period was 25 hours. 


TABLE 2—CLInIcAL FINDINGS 


Numbers of cases 
Numbers of cases presenting symptom 





Signs and Symptoms presenting symptom initially 

| 

Abdominal pain 83 23 
Diarrhoea 78 27 
Fever 73 6 
Headache 73 14 
Frank chill 66 12 
Muscular tenderness 62 6 
Vomiting 47 8 


Table 2 shows that the commonest signs and symptoms » were abdominal pain (present in 
all but 2 cases), diarrhoea, fever and headache. While nausea was alana by most 
patients, only about one-half r — the presence of vomiting. 

The initial symptom, or one of the initial symptoms, in over half the cases was abdominal 
pain or diarrhoea. 
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TABLE 3—LENGTH oF ILLNESS 






20 and 
0-5 5-10 10-15 15-20 over Total Average 





Days in bed 28 45 9 3 0 514 6 
Days off duty 6 16 15 10 8 891 10} 






























Table 3 illustrates that this illness was much more severe e than, f for instance, staphylococcal 
food poisoning. It is noted that the total time-loss for these 85 patients was almost 900 days. 





Some concern was felt about the possibility of infectious relapses occurring 
among the nurse-patients. They were questioned on this subject and it became 


apparent that, although some symptoms persisted for a period of time, no true 
relapses occurred. 


SUMMARY 


1. An outbreak of food poisoning occurring in an urban hospital in June 
1957 was due to Salmonella typhimurium. 

2. Eighty-nine persons, including 84 student nurses, 3 cafeteria employees 
and 2 student physiotherapists, were affected. 

3. The source of the infection was considered to be a custard sauce used 
in a peach trifle. This sauce was improperly refrigerated during its preparation, 
remaining in a warm bakeshop for over 24 hours. 

4. The ultimate source of the pathogenic organism was not determined, but 
the egg melange used in making the custard sauce remained suspect. 

5. The idea’ picture presented by this infection was one of abdominal 
pain, diarrhoea, fever, headache and muscular tenderness. The incubation 
period averaged 25 hours. The patients were confined to bed for an average of 
6 days and were off duty an average of 10.5 days. 

6. Although laboratory work was incomplete in most cases, Salmonella 
typhimurium was found in all faeces specimens examined during the acute 
phase of the illness. Blood cultures examined during the same period were all 
negativ e. 

Insufficient follow-up work was done to estimate the convalescent carrier 
rate, but 6 patients were known to still have positive faeces one month after 


onset. Forty-two patients were known to have had at least one negative faeces 
examination by the same time. 


Tuberculin Testing in Ontario 
Mental Hospitals 


A 15-Year Review in Patients 25 Years and Under 


A. L. RICE, M.D., F.C.C.P. 


oe 1937, the method of case finding for tuberculosis in patients in 
Ontario mental hospitals has been to chest X-ray all new admissions and 
to provide annual chest X-rays on all patients. Tuberculin tests are made on 
all patients 25 years of age and under on admission to hospital schools for 
mental defectives in Orillia, Aurora and Smiths Falls and tests are repeated 
annually. Changed reactors are X-rayed four times a year for two years and 
annually thereafter. All cases of suspect, clinical or radiological tuberculosis 
are transferred to the Chest Diseases Division, Ontario Hospital, Woodstock, 
for treatment (1), (2), (3). 

Tuberculin surveys are carried out at the three hospital schools for mental 
defectives by two teams of a physician, a nurse and an attendant. All patients 
25 years and under are listed by residence in cottages or wards. 

The attendants check the lists, the nurses fill syringes and supervise generally 
and the physicians do the tests, flaming the needle before each. The Mantoux 
method is used and the two solutions—1/20 mgm. and 1 mgm.—are given 
48 hours apart. At Orillia, each physician gives about 750 tests on each test 
day. The left arm is used exclusively, so that on the second day of the test the 
result of the first dose is seen and the second dose is given with no loss of time, 
the majority being negative. The dose used is 0.1 cc., the goal in each case 
being a white wheal, % cm. approximately, with punctate markings. In reading 
the tests, there is no doubt of a positive reaction in most, although a few show 
a small erythema but, if oedema is present, it is regarded as positive. We find 
as many positive with 1 mgm., but negative to 1/20 mgm., as with 1/20 mgm. 
Some of the patients are resistive and have to be held and, for this reason, 
possibly some positives are missed; however, we have never met with a case of 
tuberculosis in this group which did not change reaction before clinical or 
radiological signs appeared. 

Table IA shows the results for the past fifteen years. The number of 
changed reactors varies widely, especially in the years 1948, 1949 and 1950, 
also, in 1954. The number who developed tuberculosis is correspondingly high 
in those years which may be considered epidemical. Most of these came from 
two wards at the Ontario Hospital School, Orillia. 

Table I B shows the results in the male group. Here there is a total of 607 
changed reactors and 130 cases of tuberculosis. As would be expected, the 
vears with the highest percentage of changed reactors showed a correspondingly 


Ontario Hospital, Woodstock, Ontario. 
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TABLE I A—TuBERcULIN TEST RESULTS AND TUBERCULOSIS CASES ADMITTED TO C.D.D. 
Woopstock* 


Ontario Hospital Schools Orillia and Aurora—1942-1956 Ages 25 and Under—Both Sexes 
l l 








Changed Reactors | Developed Tuberculosis 

















Per Cent Per Cent 
Number Changed Total 
YEAR Tested | Number Per Cent Number Reactors Tested 
1942 1,006 40 | 3.98 — | — — 
1943 979 | 49 5.00 1 2.04 0.10 
1944 | 1,139 | 70 | 6.14 8 11.43 0.70 
1945 1,140 54 4.74 9 16.67 0.79 
1946 | 11186 38 | 3.20 2 5.26 0.17 
1947 1,273 56 | 4.40 6 | 10.71 0.47 
1948 1,263 | 113 | =. 8.95 19 16.81 1.50 
1949 isa? 103 | 8.43 43 41.75 3.52 
1950 1,274 80 | 6.28 13 16.25 1.02 
1951 1,392 52 | 3.74 6 11.54 0.43 
1952 1,409 | 20 1.42 4 20.00 0.28 
1953 1,425 | 13 i 0.91 3 23.08 0.21 
1954 1,474 81 5.50 14 17.28 0.95 
1955 1,477 21 | 1.42 6 28.57 0.41 
1956 1956 | 1,548 22 1.42 3 13.64 0.19 
Tota, | 19,207 | 812 4.23 137 16.87 0.71 








*At some time subsequent to changed tuberculin reaction. 


TABLE I B—TuBErRcULIN TEsT RESULTS AND TUBERCULOSIS CasES ADMITTED To C.D.D, 
WoopstTock* 


Ontario Hospital Schools Orillia and Aurora—1942-1956 Ages 25 and Under—Males 
| 





































Changed Reactors Developed Tuberculosis 
| Per Cent | Per Cent 

Number | Changed Total 
YEAR Tested Number Per Cent Number Reactors Tested 

1942 563 23 4.08 ~~ _ ae 

1943 511 25 4.89 1 4.00 0.20 

1944 630 54 8.57 7 12.96 1.11 

1945 606 38 6.27 8 21.05 1.32 

1946 649 27 | 4.16 2 7.41 0.31 

1947 707 39 | 5.52 5 12.82 0.71 

1948 688 95 13.81 19 20.00 2.76 

1949 | 647 93 14.37 41 44.09 6.34 

1950 661 | 64 9.68 13 20.31 1.97 

1951 722 | 37 5.12 6 16.22 0.83 
1952 744 12 1.61 3 25.00 0.40 
1953 745 6 | 0.80 3 50.00 0.40 

1954 805 71 | 8.82 14 19.72 1.74 
1955 | 771 10 1.30 5 50.00 0.65 
1956 831 | 13 1.56 | 3 23.08 0.36 
Totac | 10,280 | 607 | 5.90 | 130 | 21.42 1.26 








*At some time subsequent to changed tuberculin reaction. 
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higher percentage of tuberculosis (comparing columns 4 and 7), but when one 
considers the percentage of cases of tuberculosis among the changed reactors 
there is no trend or relationship. 

Table IC shows the results in female patients. These figures show a much 
smaller percentage of changed reactors and cases of tuberculosis. Here again 
there is no telling how many changed reactors will develop tuberculosis. In 
1952, there were 8 changed reactors, of whom 12.5% developed tuberculosis. 
In 1948, there were 18 and none developed tuberculosis. This points up the 
importance of following every changed reactor with chest X-rays at frequent 
intervals. 

A comparison of these tables shows that a wide variation exists between the 
males and females who changed reaction to tuberculin. The percentage of 
males is almost always higher, especially in the epidemic years of 1948, 1949 


TABLE I C—TuBErcuLin TEsT RESULTS AND TUBERCULOSIS CASES ADMITTED To C.D.D. 
WoopstTock* 


Ontario Hospital Schools Orillia and Aurora—1942-1956 Ages 25 and Under—Females 























l l 
| Changed Reactors Developed Tuberculosis 
Per Cent | Per Cent 
Number Changed Total 

YEAR | Tested Number Per Cent | Number Re actors | Tested 
m2 | 43S 17 | 3.84 "a set 

1943 468 24 5.13 

1944 509 16 | 3.14 | 1 6.25 0.20 
1945 | 9534 16 | =. 3.00 | 6.25 | 0.19 
1946 | 537 11 | =. 2.05 _ _ os 
1947 566 17 | 3.00 | I 5.88 | 0.18 
1948 | 575 | 18 | 22 ~ — 

1949 | = 575 | nn ne re 2 20.00 | 0.35 
1950 | 613 16 | 2.61 — 

1951 670 15 2.24 

1952 | 665 | 8 | 1.20 I 12.50 | 0.15 
1953 680 7 1.03 — — 

1954 | 669 10 1.49 

1955 | 706 | 11 1.56 l 9.09 0.14 
1956 717 9 1.26 — — — 

| 

Tora. | 8,927 | 205 | 230 | 7 | 3.41 0.08 





*At some time chennai to changed tuberculin reaction. 


and 1950, which show about 12% higher in males. The years 1944 and 1954 also 
show a relatively higher percentage of male changed reactors. There is a 
similar wide variation between male and female changed reactors who de- 
veloped tuberculosis—again in the years 194445, 1948-50, and 1954. 

Table II shows the number of positive reactors in the whole group of 
patients 25 years and under in the Ontario Hospital Schools in Orillia and 
Smiths Falls. It will be seen that the number of patients has more than doubled 
in 15 years. Much of this increase can be accounted for by the fact that in 
1952 Smiths Falls hospital was opened and has steadily increased its popula- 
tion since that time. 

When it is realized that practically all new admissions to these hospitals 
are infants and young children, the large increase in the 25-and-under group 
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TABLE II—Patients 25 YEARS OF AGE AND UNDER, ORILLIA AND SMITHS FALLS 
Number and Percentage Now Positive to Tuberculin 


























Male Female TOTAL 

YEAR ee 

No. | % No. Me No. % 

Listed Positive Listed Positive Listed Positive 
| 

1942 772 30 554 22 1326 27 
1943 799 26 550 19 1349 23 
1944 797 | 27 574 14 1371 22 
1945 773 27 589 | 12 1362 20 
1946 802 19 595 11 1397 15 
1947 865 23 623 12 1488 18 
1948 839 29 626 12 1465 21 
1949 832 28 628 | 10 1460 20 
1950 829 35 674 | 11 | 1503 24 
1951 826 28 | 735 11 1561 20 
1952 1008 21 | 844 | 12 1852 16 
1953 | 1062 18 934 10 | 1906 | 14 
1954 | 1290 21 1066 10 2356 15 
1955 1394 12 1189 11 2583 12 
1956 | 1609 i6 «6|—((i1298—S fs |S 2907 | 13 








is readily explained. Each year some patients reach the age of 26 years and are 
left off the lists and each year, also, some patients are discharged or die 
before age 26, however, the majority remain to be re-tested year after year. 

The age of the majority of changed reactors was found to be in the 15- to 
23-year-old group. The epidemics occurred chiefly in two male wards in which 
the majority were in this age-group. 

Table III shows the interval of time after change in reaction and the 
diagnosis on admission. 


TABLE III]—DracGnosis on Apmission To C.D.D. Woopstock BY TIME AFTER CHANGED 
TUBERCULIN REACTION 






































Time After Changed Reaction (Months) TOTAL 
DIAGNOSIS sh Bs Si i 
ON Less | Per 
ADMISSION )N T he in 3 3-6 6-12 12-24 | 24-36 36+ Number || Cent 
Miliary 5 1" | 5 3.6 
Meningitis and | | 
Miliary 3 2 5 3.6 
Suspect and | 
Minimal Pul. | 51 14 1] i 3 11 99 72.3 
Mod. and Far 
Advanced | 9 2 6 2 19 | 13.9 
Pleurisy with | 
Effusion 4 1 2 | ‘ 5.1 
Ra xtra- Pulmonary I 2 1.5 
Tort. 73 | 16 | 12 9 11 oa 137 ia 
fee ees pi a a aaa ac See a bles ban 
Per Cent } B6.0 1 27 > 6.6 8.0 IL. + at 100.0 





*1 case of miliary tuberculosis died before he could be admitted. 


All except one of the miliary group were diagnosed within three months. 
All of the cases of meningitis were diagnosed within six months, as shown. 
With the minimal and suspect pulmonary cases, a little more than half were 
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diagnosed within three months and 64% within six months. For all cases—73.7% 
were under treatment within one year after change in tuberculin reaction. 

Of the - of disease, the large majority were minimal and suspect 
pulmonary, 72.3%; with a fair number of moderately advanced pulmonary, 13.9% 
Pleurisy with effusion was 5.1%; miliary, 3.6%; meningitis, With or without 
miliary tuberculosis 3.6%, and extrapulmonary 1.5%. 

Table IV shows the status of the 137 cases at the end of 1956. It is seen 
that over 75% are arrested, most of whom have gone back to their former 


TABLE I\V—Patients ApmiITTED To C.D.D. Woopstock, 1944-1956 
Status at the End of 1956 




















| | | | | TOTAL 
DIAGNOSIS Arrested | Mod.-Far —_ — 
ON | Arrested | Mod.-Far | Minimal | Advanced Per 
ADMISSION | Minimal | Advanced} Active | Active | Dead | Number} Cent 
Miliary | 3 | 41 | | 1 5 | 3.6 
Meningitis and | 
Miliary | 1 | 7 | 4 5 3.6 
Suspect and 
Minimal Pul. | 77 6 12 99 72.3 


Mod. and Far 
Advanced 10 l | 8 19 13.9 
lleurisy with | 

















Effusion 4 3 7 5.1 

Extra-Pulmonary 2 2 1.5 
ee 49 | 8 1 25 is7 

Per Cent | 61.3 | 13.9 5.8 0.7 18.3 | v-. ORS 

; | 75.2 | 6.5 | 15.3* | 





*Four deaths were due to nontuberculous causes reducing deaths to 21 or 15.3°¢ of ad- 
missions. 

Based on an average of 1300 patients tested, the incidence of tuberculosis is 10.5°, and the 
death rate 1.6%. 


hospital, and 6.5% are still active. When one considers that the 3 admitted 
in 1956 have not had sufficient time to become arrested, the figures are some- 
what better. Of the 25 deaths, 4 were due to causes other than tuberculosis 
—nephritis, pneumonia, accident, and cause unknown (died at home—tuber- 
culosis was arrested on discharge), so that the death rate is es 
15%. Our results with miliary tuberculosis are fairly good, with 1 dead, 
arrested and 1 still active. Of the 5 meningitis cases 4 are dead, however, 1 2 
these was arrested but died of a cerebral cyst set three years afterwards. 
Of the 137 cases of tuberculosis, 63 were returned to their former hospital 
as arrested cases. However, 3 of these were readmitted as follows— 
Male, age 18: diagnosis on transfer—pulmonary, minimal, arrested and old 
pleurisy. 
diagnosis on readmission—pulmonary, minimal, active. 
Male, age 13: diagnosis on transfer—miliary tuberculosis, arrested. 
diagnosis on readmission—pulmon: iry, minimal, active. 
Male, age 13: diagnosis on transfer—pulmonary, minimal, arrested. 
diagnosis on readmission—pulmonary, minimal, active. 
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DISCUSSION 


In this review, we have seen what can happen in a relatively sheltered group 
of children who have little contact with the general public. How can informa- 
tion be applied. to the general population? We can see from the figures pre- 
sented that it is most important to follow every changed reactor with frequent 
chest X-rays. We have done this and the results have been fairly good, how- 
ever, if the goal of complete eradication of tuberculosis is ever to be achieved, 
we must take longer strides. No one at present knows why some changed 
reactors go on to active tuberculosis, but most reach equilibrium without active 
tuberculosis. Dubos 1956 (4) expressed the view that the prevalence of tuber- 
culosis in any generation is determined during the early years of life. In other 
words, the pool of childhood primary infections now will be the source of most 
of the tuberculosis cases in the future. 

It has been advocated by Myers (5), Heaf (6), and recently by Brooks (7), 
inter alia, that the following steps be taken: 

® Tuberculin testing of all children serially in the first, second, fifth, ninth 
and twelfth years of life. 

e Chemoprophylaxis by giving antimicrobial drugs to all changed reactors. 

® Follow up by chest dlinics with frequent X-rays and close observation to 
detect extrapulmonary tuberculosis. 


® Diligent search among all contacts of each changed reactor to find the 
source of infection. 


I realize that a program such as this would add a terrific burden to the 
present work load of chest physicians. Ways and means of distributing the 
work so that general physicians, public health officers, and others may parti- 


cipate would have to be sought. A committee for the study of this problem 
has been appointed. 
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Conserving the Health of Federal Government 


Employees’ 
E. L. DAVEY, M._D., D.P.H. 


HE year 1956 marked the tenth anniversary of the Civil Service Health 

Division, Department of National Health and Welfare, which was created 
by the federal government for the purpose of promoting and conserving the 
health of civil servants and other federal government employees. It seemed 
appropriate after a decade of experience to review and evaluate the current 
program and to plan for the future. 

The federal government now employs approximately 150,000 persons from 
coast to coast including some 15,000 employees of crown companies and 
corporations which, not having health services of their own, may request 
participation in the services afforded by this division. This represents an in- 
crease of approximately 20% over a period of ten years. The male to female 
ratio of the total civil service population is about 70:30 with the largest con- 
centration, some 35,000, located in Ottawa where the male to female ratio 
approximates 53:47. Smaller concentrations ranging from 12,000 downward 
are located in the major cities and towns according to size. The employee 
population so defined is divided among some 25 government departments each 
with its own administration, many of which are engaged in hazardous work of 
varying degree and type. In effect, therefore, the division provides occupa- 
tional health services for each of these industries or departments. It was 
indeed fortunate that the division was made responsible to cabinet through 
one minister, in this case the Minister of National Health and Welfare, rather 
than to each government department served. 

Planning an industrial or occupational health service for such a widely 
scattered and diversified force presented a real challenge to the newly formed 
division. During this period provision was made for integration of the old 
Medical Investigation Division with the Civil Service Health Division program. 
Minimum standards and specifications for health units were adopted. Nursing, 
administration and clinical personnel were obtained and a medical center was 
established which combined the administrative headquarters and clinical 
facilities of the division. Twelve initial health units were established to provide 
nursing counsellor service to more than 13,500 civil servants. With this 
organizational nucleus, three broad classes of service were instituted, each of 
which has been extended and consolidated in later years. 


1This article is condensed from a more detailed report entitled “The Development and 
Progress of the Federal Employee Health Service, 1946-1956” which is available on request 
from the Civil Service Health Division. 


*Chief, Civil Service Health Division, Department of National Health and Welfare, 
Ottawa. 
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Basic Advisory Service 


The division afforded first a basic advisory service to all government depart- 
ments which embraces the review and analysis of all medical certificates of 
disability for sick leave and retirement; the institution of a program of health 
education by means of pamphlets, posters, and other suitable media; the 
review, processing, and interpretation of medical examination reports sub- 
mitted on personnel being proposed for permanent appointment, promotion, 
reassignment, posting to isolated stations or abroad, and on personnel being 
proposed for first employment where such pre-employment examinations are 
necessary to determine physical fitness for any specific job. Additionally, the 
division arranges for special examinations for the purpose of advising govern- 
ment departments on suitability for continued employment, investigates and 
makes recommendations on adverse working conditions and, in general, advises 
departments on all matters affecting the health and welfare of the employee. 
Special examinations are conducted in centers outside Ottawa by the full-time 
medical staff of other divisions of this department, or by Department of 
Veterans Affairs physicians or private physicians on a fee-for-service basis. 
Finally, all statistical data on sickness absenteeism are reviewed within the 
division and passed to the Public Health Section of the Bureau of Statistics 
for coding and analysis. This material forms the basis of an Annual Statistical 
Report on “Illness in the Civil Service”. This division acts in an advisory 
capacity in the preparation of this comprehensive morbidity report. 


The Health Center in Ottawa 


The Health Center in Ottawa with its staff of four physicians, a psychiatrist, 
psychologist, part-time radiologist, supervisor of social welfare services and a 
chief supervisor of nursing counsellor services, provides a diagnostic and 
advisory service to some 35,000 employees in the Ottawa area. Special diag- 
nostic facilities including X-ray, electrocardiograph, basal metabolism unit and 
clinical laboratory are av ailable. The first responsibility of this clinical team is 
to investigate and, where necessary, to conduct physical examinations on 
employees referred from the health units. Obligatory medical examinations 
required by statute are conducted for the following reasons: to cover an 
election for a period of past pensionable service; for annual extension of 
employment beyond the age of 70 or at any period after 60 if requested by 
departments; retirement from the service on medical grounds prior to age 60; 
re-examinations of employees granted an annuity or allowance under the Act 
in respect of disability previously incurred; posting to foreign stations or 
isolated duty. Since October 1955, the division has been called upon to provide 
medical examinations for the dependents of foreign service officers and 
employees prior to and on returning from postings abroad and to make 
arrangements for treatment of conditions attributable to the post abroad. 
Furthermore, during the past three years there has been an increasing demand 
by departments for periodic health examinations of special employee groups: 
employ ees of the Department of Mines and Technical Surveys proceeding on 
summer field work; employees from the Bureau of Mines and other depart- 
ments handling radioactive materials; selected groups of senior administrative 
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personnel in various government departments; and pre-employment examina- 
tions and periodic health assessments of personnel engaged in special types of 
employment where an estimate of physical capacity for the job is required. 
Where medical examinations cannot be conducted in Ottawa arrangements 
must be made outside the city. 

Treatment at the Health Center, in accordance with divisional policy, is 
restricted to emergency medical and surgical care of minor conditions and is 
directed towards keeping the employee on the job, thereby reducing un- 
necessary absenteeism. It is neither the function, nor purpose, of the 
Health Center to interfere in any way whatsoever with the services of the 
practising physicians in the community. If, following examination by our staff 
physicians, treatment or further investigation is indicated employees are re- 
ferred to their family physicians or to the appropriate community resource with 
all relevant findings and diagnostic data. Over the past seven or eight years 
there has been a tremendous increase in the volume of immunization pro- 
cedures carried out at the Health Center. Almost all personnel proceeding 
abroad from Ottawa receive smallpox vaccination and in many cases inocula- 
tions against typhoid and paratyphoid fevers, cholera, yellow fever and, occa- 
sionally, typhus fever and bubonic plague. 

The services of the psychiatrist, psychologist and supervisor of social welfare 
services deserve special mention. Periodic studies in the industrial or occupa- 
tional health field indicate that almost one-third of all industrial illness is due 
to mental and emotional causes. It was considered of prime importance that 
the psychiatrist should, in addition to his functions as a clinical consultant, 
develop a program for the prevention of mental illness and the promotion of 
better mental health in the Civil Service. To this end the psychiatrist, in 
addition to performing his role as a consultant, has instituted an effective 
program of prevention by education. Over the past few years this program 
has been directed initially toward the nursing counsellors with a view to 
increasing their awareness of early psychiatric difficulties. By means of regular 
visits to the health units, lectures to nursing counsellors, group discussions of 
cases and distribution of reprints and articles, nursing counsellors are learning 
more and more of the etiology, dynamics and prognosis of the various types 
of emotional disturbance. Early recognition and proper referral will prevent 
many employees from becoming emotional casualties. The next phase in the 
development of this program was to direct our energies toward the depart- 
mental supervisory and personnel levels. Considerable progress has been 

made in reaching personnel by discussing employee problems with them 
whenever feasible both by telephone and direct contact, inviting them to 
discuss their problems at the health units and center, and making available 
to them relevant literature. The program was described in detail in an article 
entitled “The Mental Health Program for the Federal Civil Service” (1). 

The psychologist is concerned primarily with human relations. It should be 
emphasized that he is not an auxiliary placement officer but his primary 
function is to interpret and assist in clarifyi ing problems, thereby helping the 
employee toward a better adjustment to his job. Discerning the etiological 
factors necessitates a multiple professional approach. This, although not a 
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recent development, entails the integration of the allied disciplines of medicine, 
psychiatry, psychology and sociology. The ability of the psychologist to work 
as a member of the team comprising the psychiatrist, the medical officer, the 
welfare supervisor and the nursing counsellor is essential and a most significant 
factor in the development of this phase of the program. Employees receive 
help and guidance from the psychologist on problems relating to job efficiency 
and adjustment, suitable placement for the emotionally disturbed or physically 
handicapped, vocational guidance to youthful or dissatisfied employees and 
assessment of emotional security and stability for personnel proceeding to 
responsible posts abroad. Many of these interviews are conducted in the 
health units. 

The role of the Supervisor of Social Welfare Services became clearly defined 
at an early stage. While she acts as a consultant on all welfare matters referred 
to this division from government departments and our own clinical center 
staff, the most important aspect of her work is the association with the nursing 
counsellors. Considerable emphasis is placed on the early recognition of the 
social pressures affecting the health and well-being of employees and helping 
nursing counsellors to increase their skills in referrals. This entails familiarity 
with social legislation and community resources. Together the Nursing and 
Welfare Supervisors plan and conduct a comprehensive program of staff edu- 

cation for the nursing counsellors consisting of lectures, group discussions and 

conferences with the clinical staff. These sessions have proven valuable as a 
forum for discussion of current problems and the evolution of policies and 
desirable standards of service. The “Nursing Counsellor Manual” recently 
prepared embodies these concepts and has been found most useful and of 
interest to other occupational health programs. 


“Health Unit” Service 


The third broad class of service initiated was the nursing counsellor service 
which, allied closely with the functions of the Health Center, is the foundation 
of our entire health program. By the term “health unit” is meant a small health 
unit or nursing clinic designed to operate as a self-contained unit under 
adequate supervision from the Health Center, and consisting essentially of a 
waiting room, treatment room, nursing-counsellor office or offices, quiet or 
rest rooms, and storage space. Health units, varying in size, have been 
established largely on a geographical basis but wherever feasible on a depart- 
mental basis. A health unit, under the supervision of a well-qualified full-time 
nursing counsellor, has been established wherever an employee force of at 
least 600 and latterly 700 or more is concentrated in one building or within 
a circumscribed area. Nursing counsellors are selected both for their pro- 
fessional qualifications in public health nursing and personal suitability. They 
conduct a health teaching and counselling service, render first aid in case of 
minor illness or accident, maintain quiet rooms for the care of the temporarily 
ill and indisposed employees and work closely with departments on employee 
and environmental problems. Visits to the nursing counsellor by employees are 
made for a variety of reasons ranging from return-to-work visits following 
absence on account of illness to visits made specifically for consultation, advice, 
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and guidance on matters pertaining to the physical well-being, emotional 
health or welfare of the employee. 

Since 1949 there has been a gradual extension of the nursing counsellor 
service to cover some 25,000 civil servants or approximately three-quarters 
of the total employee force in Ottawa. At the present time some twenty full- 
time units have been established in addition to two part-time units equipped 
on a smaller scale. In latter years, the establishment of health units has closely 
paralleled the government’s combined extensive building program and policy 
of redistributing the employee force considerably more into suburban areas. 
A further eight units are envisaged, two of which may operate on a part-time 
visiting nursing counsellor basis. To staff the existing health units 46 nursing 
counsellors are required. 

Tables I and II summarize the services rendered by the Health Center and 
health units respectively in the alternate years from 1947 to 1956. A steady 
increase in the utilization of health unit services was noted in the earlier years, 
part of which was undoubtedly due to our policy of encouraging government 
departments to have all employees return to the health unit following absences 
on account of illness. Such return-to-work visits in controlling absenteeism, 
supervising the health of employees, protecting the health of their fellow 
workers, as a medium of health education and instruction, and finally as a 


TABLE I—HEALTH CENTER STATISTICS 
For 9-year Period Ending March 31, 1956 (Alternate Years) 


| 1947-48 | 1949-50 | 1951-52 |1953-54 | 1955-56 

















Number of Visits | 
WN 355 : 3,534 | 4,611 | 6844 | 6,152 | 7,018 
Piret Wists .. 2. 00 oa | 2,168 | 2,570 3,041 2,714 3,019 
Repeat visits... | 1,366 2,041 | 3,803 3,438 3,999 
Visits by Sex 
OME cecsaspke ; ees 3,534 | 4,611 | 6,844 | 6,152 7,018 
een oe eta ora ek | 2,084 3,124 4,455 | 4,041 4,615 
a en eee | 1,450 1,487 2,389 | 2,111 2,403 
Physical Examinations 
Total. 1,217 | 2,295 | 2,737 | 2,873 | 2,738 
Pre- -employment, periodic, P.S.S. Act 589 | 1,010 | 1,165 844 | 427 
Foreign Service, Isolated duty, 
Postings, etc. 110 | 221 253 382 406 
Referrals—voluntary, department, | 
health unit, etc... bi | 518 1,064 1,319 | 1,647 1,905 
Other Services 
Total....... 2,480 | 2.316 | 4,107 | 3,279 | 4,280 
Accident Industrial......... 92 65 | 57 | 32 10 
Accident Non-Industrial . | 180 | 308 | 431 | 290 140 
Immunization. ..... at . | 625 | 693 1,070 1,204 | 1,318 
' Consultation Interview, etc. ........ 1,583 | 1,250 2,549 1,753 | 2.812 
disposal 
08 oy anton tundnces 3,534 | 4,611 | 6844 | 6,152 | 7,018 
ONE 00 WORE. 06 oes ces oe ese, 3,404 4,558 | 6,755 | 6,069 6,953 
SUE MNS 6655 ns, 3 steigm achat 130 53 so | 83 | 65 
Referred to Family P hysician. . | 332 | 134 | 114 | 90 | 110 
oo Laboratory Procedures. ....... 1,202 3,537 | 4,140 1,698 4,655 
X-Ray 
POD cc sceaenss | 2,517 1,212 | 4,844 | 4,884 
Chest. peas | 831 1420 | 1,683 | 2,193 
Chest (P hoto- roentger nunit)....... | 1,323 2,120 2,395 2,135 
Other. : | 363 663 766 556 
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TABLE IIJ—HeEattH Unir Statistics 
For 9-year Period Ending March 31, 1956 (Alternate Years) 








1947-48 | 1949-50 | 1951-52 | 1953-54 | 1955-56 














Number of personnel under supervision. . . 9,710 | 15,223 | 20,249 | 22,113 | 25,900 
Number of Health Units in operation ... 10 14 17 18 20 
Number of visits 
MN sear a ans Gun! ene al apc 35,669 | 105,439 | 169,084 | 161,000 | 174,736 
Pa Wikies 2 3tsess ees ki aee ; 25,135 | 75,117 | 123,024 | 120,086 | 123,842 
Repeat visit....... ERR Ante. 10,534 | 30,322 | 46,060 | 40,914 | 50,804 
Visits by sex 
URE Gp cess om, Saka de eee ees 35,669 | 105,439 | 169,084 | 161,000 | 174,736 
NR is )5 apis a hears: bkua ove antsee iii 13,251 | 45,427 | 78,701 | 74,079 | 83,452 
NON hhc on wise ba wand yates s 22,418 | 60,012 | 90,383 | 86,921 | 91,284 
Nature of visits 
MINS ix 6 Bs Hide wane re 35,669 | 105,439 | 169,084 | 161,000 | 174,736 
ON OES N32 pee 15,326 | 40,497 | 66,300 | 63,141 74,910 
Accident. ....4..: bila Sea ee mies ; 4,590 10,675 16,524 14,414 15,850 
Consultation......... iene tia d ; 4,719 | 11,946 | 21,655 | 17,885 | 17,228 
Return to work visits............. ; 11,034 | 42,321 | 64,605 | 65,560 | 66,748 
Classification of first visits 
UE. G8 EP is Panna oes ae kadlns 25,135 | 75,117 | 123,024 | 120,086 | 123,842 
QUE Y 8 6.5: os ok we Ae Ys Si ner 6,514 | 21,054 | 35,008 | 33,457 | 31,724 
DOI ies sere oceans pat dstal 3,233 | 11,308 | 17,583 | 18,584 | 20,467 
Skin and cellular.......... ida tobte 1,309 3,882 7,432 7,729 8,961 
Menstrual disorders.............. ; 2,347 5,074 7,067 6,779 6,435 
Emotional disorders. ...... - 345 1,276 2,179 2,207 1,824 
Contagious diseases. . . . 40 57 223 91 123 
Accidents— 
Non-industrial injuries............ 1,786 | 5,148 6,934 6,856 6,668 
Industrial injuries...... , é 1,048 2,487 4,405 4,512 5,183 
Ill-defined and all others. . . 8,513 | 24,836 | 42,193 | 39,871 | 42,457 
Disposal 
TT ts eee c eth ok seta: 35,669 | 105,439 | 169,084 | 161,000 | 174,736 
We RENIN soo os 2.aie sha Parma Fe 749 2,158 3,980 3,938 4,515 
Return to work........ ssh . 34,920 | 103,281 | 165,104 | 157,062 | 170,221 
Referrals 
I rs Stat tis a 2,021 6,114 9,606 9,890 | 12,097 
Referred to Health Center....... 544 1,466 2,825 2,785 2,613 
Referred to family physician..... 1,477 4,648 6,781 7,105 8,546 
Referred to community agencies... .. — — — — 938 
Index of participation 
Average monthly number of employee 
Health Unit visits per 100 personnel 
supervised. .... : 60 75 62 58 








means of interpreting our health service program to employees are considered 
of great value. The slight decline in participation observed in the latter years 
is due, no doubt, in part to the introduction of the five-day week on a year- 
round basis, but also to the consolidation and stabilization of older established 
health units where departments and employees have become educated and 
orientated to the health unit services available. It is noted also that slightly over 
75% of employee health unit visits are primarily due to health conditions, 
physical or emotional, in which some specific complaint or organic disease 
was presumably present. The remainder are those in which socio-economic or 
welfare factors predominate, usually related to nutrition, budgeting, family 
problems, recreation, living accommodation or conditions arising from the 
severely handicapped. 

Maintenance of adequate health records in any industrial health program 
is essential. They must be as practical and as concise as possible, not 
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voluminous or time-consuming. Those adopted for our needs are similar 
basically to those used in modern industrial health organizations and a set can 
be made available upon request. 

The importance and the difficulty of properly evaluating the effectiveness of 
any occupational health program cannot be over-emphasized. The problem is 
of even greater magnitude in a complex organization such as the federal public 
service. Recently the United States Civil Service Commission established an 
inter-agency committee of both personnel administrators and physicians for 
the purpose of evaluating federal employee health programs. The Committee 
completed its investigations and published a report in November 1955. The 
first recommendation was as follows: 


“There is sufficient evidence to indicate a need for further development of federal employee 
health programs. On the basis of well established facts in the experience of private industry, 
there is ample proof that employee health services have been a valuable asset in the pro- 
motion and maintenance of the physical and mental fitness of employees under numerous 
and varied circumstances. This committee, therefore, recommends strengthening of existing 
health activities and establishment of additional health services in locations where there 
are a sufficient number of federal employees to warrant it. 

The Committee believes that the long-range benefits in decreased absenteeism, lowered 
accident rates and compensation costs, increased morale, and higher work efficiency by far 
outweigh the cost of initiating and maintaining appropriate federal employee health pro- 
grams which are already authorized by law.” 


Benefits Derived 


Over the past quarter-century the benefits to be derived from an adequate 
health service have been demonstrated to such an extent that modern pro- 
gressive industries are establishing health programs or expanding existing ones. 
Would such expenditures be incurred if the benefits accruing to management 
did not offset the operating costs? Many industries are able to measure benefits 
in terms of increased efficiency in production, reduction of sickness and sick- 
ness absenteeism, reduction in accidents and insurance costs and labour turn- 
over. There are other less tangible benefits such as improvement in morale, 
elimination of occupational hazards, and better recruiting. 

The Civil Service Health Division has patterned its organization, develop- 
ment and operation along the lines of sound and proven industrial health 
practices. The results have been most gratifying even though they do not lend 
themselves to specific measurement. Increased efficiency and production and 
improvement in morale are often factors not readily assessed by any such 
tangible yardstick as dollars and cents. This is particularly true of government 
departments where there are no measurable units of production, however, 
after ten years of operation, in all departments where health units have been 
provided there are definite indications of the value placed on our service by 
employing departments and their personnel who are the consumers of our 
service. The persistent demand from departments for the provision and exten- 
sion of our services both within and outside the Ottawa area is of great signi- 
ficance. 

With regard to reduction in sickness absenteeism it should be mentioned 
that the liberal allowance of both casual and sick leave in the government 
service—one of the many fringe benefits—and the lack of completeness and 
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uniformity of departmental records, together with the human element in- 
volved in certification by private physicians make it exceedingly difficult tor 
this division to furnish tangible evidence of a reduction in absenteeism resulting 
directly from the activities of this division. 

From Table II it is seen that almost 97% of employees visiting the nursing 
counsellor were returned to work following medical care or consultation at the 
health unit. How many of these would have left work had they not had the 
health unit service is impossible to estimate, but it is not unreasonable to 
assume that a substantial number would have left work, many unnecessarily. 
Innumerable cases are on record where employees have been referred by 
departments to our health units and health center for conditions interfering 
with the effective and continuous performance of their duties. Defects have 
been found and measures taken for their correction. Thus, the service has 
materially reduced man-days lost from illness and contributed to the over-all 
efficiency of the government employee. 

Any attempt at evaluation would be incomplete without reference to the 
division’s contribution to the country’s program for the conservation of man- 
power. Although industry and commerce generally are encouraged to employ 
and rehabilitate the handicapped and to retain elderly and marginally fit 
employees, the Public Service is morally obligated to employ a much higher 
percentage of veterans and civilian handicapped. The number and diversity 
of jobs in the public service makes it possible for such a large number to be 
absorbed but their continued employment for years is only possible because of 
the availability of nursing counsellors’ supervision and health unit facilities. 
Employees with serious heart conditions, diabetes, epilepsy, war disabilities 
and other conditions are thus enabled to increase their span of usefulness by 
many years thereby reducing the grievous burden of dependency for them- 
selves and their families and society. 

Our plans for the future envisage a further extension of service within 
Ottawa and the ultimate formation of branches in large centers throughout 
Canada. Plans for this expansion have been drafted and their execution awaits 
government approval. Such expansion could be undertaken only when the 
benefits of our service have been demonstrated to the satisfaction of the govern- 
ment as an employer. When that time comes, the experience gained over the 
past ten years will be of immeasurable assistance in enabling us to discharge 
these additional responsibilities. On the past, we look back with a sense of 
accomplishment and a feeling of pride and satisfaction. To the future, we 
look forward with anticipation and a feeling of confidence and optimism. 


REFERENCE 
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Social and Cultural Aspects of Malnutrition’ 
HELEN C. ABELL,? PH.D. 


LTHOUGH much is known about the existence and incidence of malnu- 

trition it is only comparatively recently that recognition has been given to 
the multiplicity of underlying causes. Among the more obvious causes are 
lack of a sufficient quantity of food, lack of food sources which supply specific 
essential nutrients, and lack of purchasing power. These are still causes of 
malnutrition in many parts of the world. Much of the work of the Food and 
Agriculture Organization (F.A.O.) of the United Nations and other inter- 
national agencies is directed toward correcting these basic causes of malnu- 
trition. 

There must be other causes of malnutrition; causes which may seem 
irrational at first consideration but which are deeply rooted in the way of life, 
in the total culture, of an individual, a group or a nation. A surprisingly large 
amount of information on this aspect of malnutrition is available. Much of it 
may be found in the many excellent reports and booklets published in the 
F.A.O. Nutritional Series as well as in the UNESCO book “Cultural Pattern 
and Technical Change” edited by the well-known anthropologist Dr. Margaret 
Mead. Most of this information deals with those countries which are termed 
“economically underdeveloped”. 

One of the major lessons for us from this wealth of experience is the 
knowledge that a study of people’s customs and behaviour is necessary before 
a suitable approach can be found for changing their health habits. This study 
will tell us not only what people do but the reasons for their behaviour. These 
reasons must be known, understood and appreciated before any change in 
food habits or other health practices can be attempted. A personal experience 
may serve to illustrate this point. In 1955, I spent ten months on an F.A.O. 
assignment in Jamaica as director of the first advanced West Indies Home 
Economics Training Course. The students were 24 adult women, teachers and 
welfare workers, from nine Caribbean islands and territories. The course was 
residential. I was responsible for teaching nutrition, and for a few weeks had 
the expert advice of Dr. Lydia J. Roberts in setting up the living arrangements 
and course content. We planned a basic daily menu for the students. It 
included the serving of fresh whole milk (a commodity relatively hard to 
procure) at each noon meal. It was a perfect opportunity to incorporate milk 
as a part of the students’ daily diet. Dr. Roberts and I were very pleased with 
ourselves—until the first meal! Not one student would drink the milk. Milk to 
them was either sweetened condensed milk to be taken in small amounts in 
tea, coffee or cocoa, or cocoanut milk. They could not and would not drink 
the fresh whole milk until it was sweetened and flavoured. 

1Presented at the forty-fifth annual meeting, Canadian Public Health Association, Toronto, 


May 27-29, 1957. 
*Rural Sociologist, Economics Division, Canada Department of Agriculture, Ottawa. 
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The lesson from this experience is that even the combination of availability 
of an essential food, education in the science of nutrition, the presence, prestige 
and advice of an expert (Dr. Roberts) and an audience of persons motivated 
to learn and then to teach others—all these factors could not overcome 
established food habits which had developed tastes for sweet foods. 

The positive aspect of this experience is that this problem of changing food 
habits was brought to the attention of the students and thoroughly discussed 
with them. As a result they initiated a community project which involved 
educating parents and children in the need for milk in the diet. This was 
followed by the daily serving of economical reconstituted dried skim milk to 
a group of underprivileged young children in an effort to obtain immediate 
improvement in the amount of protein in the diet and to establish good food 
habits. 

Two years after this project was started and long after these home economics 
students had left the community it was found that three stores, rather than 
only one, in this particular village were now selling skim milk powder. This 
food was demanded and is now being purchased by many mothers throughout 
the village. They now regularly reconstitute and serve skim milk as part of 
the meal for their families. The food habits are thus being changed in a way 
acceptable to the people concerned. 

Here in Canada a similar approach has been used successfully for years 
by public health nurses and other persons. They realize that a thorough 
knowledge of customs and behaviour is necessary before a suitable approach 
can be found for changing any health habits especially those as emotionally 
charged and ingrained as food habits. 

A successful example of this approach may be illustrated by the Ottawa 
branch of the Victorian Order of Nurses. In teaching pre-natal classes they 
learned that nutrition information means more to women and is more readily 
accepted when the subject matter of the classes first concerns general informa- 
tion on such things as the layette and the impact of the new child on the 
existing family interrelationships, then, information chiefly of a physiological 
nature on the development of the foetus and the child after birth and thirdly, 
nutrition. The nutrition information is given in simple terms involving ad- 
herence to Canada’s Food Rules. The teaching is individualized by having 
the class members answer the question “What sort of meals are you having 
now?” They fill in food records for themselves, discuss any weakness of their 
diets and plan the desired changes in a group setting. This may and often does 
involve not only making new choices of foods but also advice on food 
purchasing and preparation. This approach applies lessons from psychology, 
social psychology, sociology and ed::cation as well as the science of nutrition. 

One principle which has emerged and which is being followed successfully 
in these V.O.N. pre-natal classes is that decisions taken by a group of people 
after full discussion of the matter are more likely to be persistently carried 
out than those reached after individual instruction or after talks and lectures 
to groups. 

In this learning situation the nurse functions primarily as a resource person. 
Her professional nursing training is constantly being supplemented by in- 
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service training at staff conferences. There she acquires additional information 
on various aspects of her work including food and nutrition information which 
is given by specialists in this field. Thus, when the nurse conducts a pre-natal 
class of women she herself is well informed and is able to set up a group 
learning situation in a permissive atmosphere. This type of adult education 
has repeatedly been used successfully with Canadians. It is a part of our way 
of life to think for ourselves and to seek answers to matters about which we 
feel deeply concerned. This approach, which considers the customs and 
behaviour of the individuals concerned, can and does bring about desirable 
changes in food habits. 

Another example is drawn from experience of the public health nurses in 
the city of Ottawa in their increasing contacts with the older age-groups. 
Many of these people live alone in one room with limited income. They prepare 
their food (which is frequently tea and toast) on a single hot plate or grill. 
They eat alone. This situation is undoubtedly duplicated in many parts of 
Canada. The Ottawa public health nurses approach this problem in many ways. 
In some cases a supplementary allowance is secured preceded by friendly and 
frequent talks on the importance of food to health, and how to prepare simple 
cheap nutritious foods on a grill (incidentally it is said that the nurses who 
prepare their own meals are especially adept at this sort of teaching). In 
other cases the older citizen is introduced to a group which has been formed 
to care for the social and other needs of the aged. One of these is the “Good 
Companions” operated in a church hall where a hot nutritious noon meal is 
served for 35¢ and supper for 10¢. Here the older citizen meets other people 
his own age, he is well fed and finds interesting things to do. Both his 
psychological and physical wants are satisfied. 

The subject of food requirements for aging persons is recognized as needing 
further investigation by research workers. In a publication of the F.A.O. 
entitled “Caloric Requirements” (1) it is stated that the few surveys that have 
been made on the food consumption of elderly people show that their caloric 
requirement is substantially smaller than that of young adults living in the 
same environment, and that this conforms with facts on reduced energy 
expenditures of the elderly. Public health workers recognize the need to keep 
informed of current research findings in the field of nutrition. These findings 
need to be applied in nutrition education directed at special population groups, 
such as the aged, whose food requirements may differ qualitatively and 
quantitatively from those of the general population. 

Many public health workers including doctors, nurses and welfare workers 
realize their own professional need for thorough training, knowledge, and 
appreciation of the science of nutrition and the application of this knowledge 
as an integral part of all public health work. Scientific knowledge alone is 
not enough; the public health worker must know and understand customs and 
behaviour before nutrition or other health teaching can be presented so that 
acceptance results. This need to know and understand the customs, attitudes 
and behaviour of the persons whom you serve as public health workers is of 
increasing importance in Canada today. The population is expanding rapidly 
due to both natural increase and to immigration. 
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The vast majority of immigrants are adults who bring their established health 
habits with them. Do these people think of food primarily as something 
necessary to supply nutritional requirements of the body? Are their customary 
food habits geared to certain types of food and methods of cooking and eating 
which may lead to malnutrition? Possibly we will discover that although these 
new Canadians use foods and cookery methods different from ours they can 
teach us many new values in food which cannot be measured in nutrients, 
such as the symbolism of food based on certain ethnic and religious factors, 
the pleasure of making meals truly social occasions, the economy of using 
all parts of certain natural foods which we rarely see in some of the refined 
and processed preparations we so glibly purchase at any cost. Do they want 
to change their food habits or do customary foods sustain them through the 
many tensions and strains they undergo as they attempt to adjust their living 
in a new physical, cultural and emotional environment? 

In essence, much of public health education resolves itself into the problem 
of communication. Much is known about various means and media by which 
information may be transmitted and the relative efficiency of each of these 
in reaching different types of people. Yet, even this knowledge of the com- 
munication process must be adapted by the individual public health worker 
in view of the particular group or groups he seeks to help. The basis of any 
help to others is self help. In nutrition teaching this means the acceptance of 
personal responsibility for choosing and consuming the foods essential to 
health. 

Possibly your work in public health brings you into contact with people 
such as those described in the recent social study Crestwood Heights (2). This 
suburb exists within a short distance from the heart of the city of Toronto. 
The fictitious title was chosen as a symbol of “success, wealth and social 
prestige”. The inhabitants of the suburb are described as possessing many 
materialistic “good things of life”. One of the symbols of success in life to 
this group is described as “the opportunity to consume food which is rich, 
yet approved by nutritionists as nourishing”. These people not only listen 
to but seek the advice of “experts”, yet the social scientists who made the 
study make this observation: “The once relatively simple matter of feeding 
the family requires the services of domestic science specialists; consumers’ 
guides, hygienists and health teachers in general; paediatricians, specialists 
who can advise on the meaning of food and food preparation in the main- 
tenance of happy married relationships; and communications experts, journal- 
istic and novelistic, who give clues as to what “the best people” are really 
eating regardless of all the foregoing considerations—newspaper columnists 
will advise on how to get fat or thin, with or without pain—and even within 
these specializations, further specializations by age level may be detected; 
particularly relevant messages may be addressed to those entering their teens, 
to the adolescents, to the young married couples, and others”. If these pros- 
perous, socially mobile people represent an increasingly numerous type of 
Canadian, as may well be the case, then problems of malnutrition may be 
anticipated because of an emotional and often uncritical acceptance of novel 
“fad foods” or “fad diets”, 
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The matter of the outpouring and acceptance of food misinformation was 
discussed at the 1956 convention of the American Dietetic Association. As 
reported in Canadian Nutrition Notes (3) suggestions why so many food fads 
have been found in America in recent years included (a) prosperity, free 
choice of many foods which makes people less critical; (b) premature publicity 
of research with poor comprehension of its true meaning, even by professional 
people; (c) pronouncements by respected people, dentists, doctors, nurses, 
who are nevertheless giving incorrect interpretations; (d) demand for speed 
in achieving glamour or some other attribute—a strong desire for magic; 
(e) individuals feel less responsible for their own health with programs such 
as enrichment, fluoridation, pre-cooked foods, etc., removing the responsibility. 

Acceptance of the new, the different, seems to be a part of the way of life 
adopted by Crestwood Heights dwellers and the type of Canadian they 
represent. Yet, there are proven ways of reaching these people with sound 
nutritional information. One of the Toronto daily newspapers last spring ran 
a series of ten articles entitled “Food for Canadians”. The author was Dr. E. W. 
McHenry, professor of hygiene, University of Toronto, an outstanding authority 
in the field of nutrition. This presentation combined sound information, an 
authoritative source and a medium reaching and accepted by the majority 
of citizens. 

Experimental instruction in nutrition in five urban schools clearly showed 
that children did eat better food when taught about foods and nutrition. 
Furthermore, the results were made known not only to teachers during their 
convention but also to the public via the press. This illustrates another recog- 
nized principle in nutrition education. The younger members of the community 
are usually more ready than their elders to replace tradition (in this case 
poor food habits) with the prestige of the expert. 

Malnutrition in various forms does exist in Canada. Relatively little of this 
is due to a lack of available nutritious food supplies or the money with which 
they may be purchased. To combat malnutrition the public health worker 
needs to study and to understand the reasons for improper food choices. Most 
of these reasons lie deeply rooted in habits and beliefs which form a part of 
the culture in which the individual is reared and which tend to be strongly 
resistant to change. Yet all human history shows us that people can and do 
change. Our challenge is to accept or, if necessary, to discover the approach 
most suitable for improving the nutritional well-being of the individuals or 
groups that we are privileged to serve. 
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POISON CONTROL CENTERS 
HE problem of poisonings in which drugs and household chemicals are 


involved has been receiving much attention in Great Britain, the United 
States, and Canada. By joint effort of the federal and provincial health 
authorities, a network of “poison control centers” has been established across 
Canada. Through these centers, physicians can obtain information as to the 
nature of the substances involved in the poisoning, their antidotes, and other 
advice in regard to treatment. The deputy ministers of health for the provinces 
assumed the responsibility for locating the centres and for making arrange- 
ments with the directors of hospitals for personnel and facilities. Valuable 
assistance was given by the Canadian Paediatric Society and by many com- 
mittees of physicians. The Food and Drug Directorate of the Department of 
National Health and Welfare undertook the compilation of information on 
household medicines and chemicals and their antidotes. This information was 
provided in a convenient reference form and made available to the provincial 
deputy ministers of health for redistribution to organized centers. The Direc- 
torate receives from the centers the reports of cases of poisoning. The data 
are summarized and the information interchanged with the centers. 

In this issue of the Journal, Dr. C. Collins-Williams describes the function- 
ing of a typical center and the services it provides. Although the program has 
been in effect for only a short period there are now thirteen centers which are 
sending reports and ten other centers that have commenced operation. The 
information from the Directorate is listed on three sets of coloured index cards 
—toxic household substances are listed on white, medicaments on orange and 
treatment procedures on green cards. In place of the cards it is planned to 
supply a loose-leaf reference guide to the toxic constituents of household 
substances and an outline of recommended treatment when ingested. This 
text is being printed in English and in French. With the distribution of the 
French edition, five or more new centers will be established in Quebec. 

Sufficient time has passed to indicate the valuable services rendered by these 
centers. Reports received for the last three months of 1957 include 133 poison- 
ings arising from household chemicals and 226 from medicaments. The 133 
poisonings from household chemicals included floor cleaner, furniture polish, 
insecticides, chloride of lime, kerosene, turpentine, mothballs, paint solvents 
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and many others. Of the 226 drug poisonings, 109 were acetyl-salicylic acid, 9 
barbiturates, 14 plenolthalein. 

The American Medical Association, through its Committee on Toxicology, 
has given special study to the problem of accidental poisoning and has for- 
mulated a model law for the precautionary labelling of hazardous substances in 
commercial, household and industrial chemical products. The Committee 
believes that precautionary labelling is the most effective means for the pre- 
vention of accidental poisonings. The Committee, also, has issued recently 
recommendations for first aid measures. These recommendations are included 
in this issue of the Journal on page 123. 

The importance of public education needs to be stressed in the development 
of an effective poison control program. In addition to the precautionary 
labelling, emphasis must be placed on the proper storing and handling of 
substances which may be potentially dangerous in and around the home. An 
educational program has been commenced by the Food and Drug Directorate. 
Leaflets have been distributed which tell of the threat of poisoning around the 
home and a series of radio programs will soon be broadcast on the subject. 
The Department of National Health and Walfare is to be commended highly 
for the leadership and the steps which have been taken. 

Canada now has a realistic poison control program. 


FREDERICK WILBUR JACKSON, M.D., D.P.H. 
1888—1958 


A little more than a year ago, many friends of 

Dr. Fred Jackson expressed their pleasure 
in personal letters to him on the presentation 
of the Sedgwick Memorial Medal at the 
eighty-fourth annual meeting of the American 
Public Health Association held at Atlantic 
City, New Jersey. In an editorial in the 
Journal, tribute of appreciation was published 
on behalf of the members of the Canadian 
Public Health Association. It was their hope, 
he would enjoy many years of his well-earned 
retirement from public service. The news of 
his death at his home in Winnipeg on January 
10 caused deep regret. 

Dr. Jackson graduated in medicine from the University of Manitoba in 1912 
and engaged in practice in rural Manitoba serving also as a part-time medical 
officer of health. He served with Number 5 Canadian Hospital in Salonica, 
Greece, during World War I and later returned to his practice in Manitoba. 
He took an active part in the Manitoba Medical Association and gave much 
thought to the problems of rural medical practice. In 1928, he directed a health 
survey of the Province of Manitoba at the request of the Minister of Health 
and Public Welfare. Concentrating on his work in public health, he took 
postgraduate work in the School of Hygiene, University of Toronto, and 
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received the diploma in public health in 1929. In that year he was named 
Director of the Division of Disease Prevention and in 1930 he became Deputy 
Minister of Health and Welfare of Manitoba, serving with distinction until 
1948. It was during this period of service that Dr. Jackson developed the 
comprehensive Manitoba Health Plan based on the findings of a two-year 
sickness survey in 1938 and a survey of public health needs made in 1941 by 
Dr. Carl E. Buck of the American Public Health Association. This plan was 
introduced in the province in 1945 and much of it has now been implemented. 
The plan provided for the integration of hospital services, public health, 
laboratory and diagnostic services. 

Dr. Jackson acceded to the request of the Department of National Health 
and Welfare, Ottawa, to serve as Director of Health Insurance Studies. Within 
a few months it was appreciated that his services were essential and he retired 
from the Manitoba civil service in 1948. In 1951, he visited a number of 
European countries to examine and appraise existing health insurance plans. 
His responsibilities were extended to embrace administration of the Depart- 
ment’s research, consultant and associated services as Director of Health 
Services. On retiring in 1956, he continued as Consultant at the request of the 
Department but owing to ill health he retired in 1957 and returned to 
Winnipeg. 

In Ottawa, he was awarded, in 1950, the medal of the Professional Institute 
of the Civil Service of Canada “for the most outstanding contribution to 
national or world well-being, in other than scientific fields of endeavour”. In 
1948, he was a member of the Canadian delegation to the meeting of the 
World Health Organization and served as a member of its expert panel on 
public health administration. He was an honorary life member of the Associa- 
tion of Military Surgeons of the United States. Dr. Jackson was also a past 
president of the Canadian Public Health Association and of the Conference of 
State and Provincial Health Authorities of North America. 

The words of Dr. Jackson in his response on the occasion of the presentation 
of the Sedwick Memorial Medal will long be remembered: “After all, none of 
us builds alone . . . We have received from our predecessors the torch of 
dedicated service to humanity. What is this torch? To me it is a philosophy 
with an objective that I believe should be the motivating force of every health 
worker. This objective springs from the conviction that all of us working in so 
many different fields can ultimately, by our combined efforts, make available to 
every man, woman, and child, no matter where they may live, or what their 
economic status may be, all the benefits that science has to offer for the pro- 
motion of health, the prevention of disease, the treatment of illness and the 
rehabilitation of the disabled.” 

It was this high purpose that possessed Dr. Jackson throughout his profes- 
sional life, first as a general practitioner and then as an outstanding public 
health administrator. Truly, his was a life of rich service. 





Special Article 


American Medical Association 


Recommendations of Committee on Toxicology 
on First-Aid Measures for Poisoning 


The following recommendations on first-aid measures for poisoning have been 
adopted by the Committee on Toxicology. These recommendations are made in 
response to numerous requests to the American Medical Association for general 
instructions for poisoning emergencies. They are intended for use in educating the 


public in what to do when poisoning occurs. 


Emergency Telephone Numbers: 


PHYSICIAN.. FIRE DEPT. 
HOSPITAL ....... (resuscitator ) 
PHARMACIST POLICE 


RESCUE SQUADS 


The aim of first-aid measures is to help 
prevent absorption of the poison. SPEED 
is essential. First-aid measures must be 
started at once. If possible, one person 
should begin treatment while another 
calls a physician. When this is not pos- 
sible, the nature of the poison will de- 
termine whether to call a physician first 
or begin first-aid measures and then 
notify a physician. Save the poison con- 
tainer and material itself if any remains. 
If the poison is not known, save a sample 
of the vomitus. 


Measures To BE TAKEN BEFORE ARRIVAL 
OF PHYSICIAN 
I. Swallowed Poisons 

Many products used in and around 
the home, although not labeled “Poison”, 
may be dangerous if taken internally. For 
example some medications which are 
beneficial when used correctly may en- 
danger life if used improperly or in 
excessive amounts. 

In all cases, except those indicated 


below, REMOVE POISON FROM 
PATIENTS STOMACH  IMMEDI- 


ATELY by inducing vomiting. This can 
not be over-emphasized, for it is the 


BERNARD E. CONLEY, PH.D., Secretary, 
Committee on Toxicology. 


essence of the treatment and is often a 
lifesaving procedure. Prevent chilling by 
wrapping patient in blankets if necessary. 
Do not give alcohol in any form. 


A. Do Not Induce Vomiting If: 

1. Patient is in coma or unconscious. 

2. Patient is in convulsions. 

3. Patient has swallowed petroleum 
products (i.e., kerosene, gasoline, lighter 
fluid). 

4. Patient has swallowed a corrosive 
poison (symptoms: severe pain, burning 
sensation in mouth and throat, vomiting). 


CALL PHYSICIAN IMMEDIATELY 

(a) Acid and acid-like corrosives: 
sodium acid sulfate (toilet bowl 
cleaners), acetic acid (glacial), sul- 
phurie acid, nitric acid, oxalic acid, 
hydrofluoric acid (rust removers), 
iodine, silver nitrate (styptic pencil). 

(b) Alkali corrosives: sodium hy- 
droxide—lye (drain cleaners), sodium 
carbonate (washing soda), ammonia 
water, sodium hypochlorite (household 
bleach). 

If the patient can swallow after ingest- 
ing a corrosive poison, the following 
substances (and amounts) may be given: 

For acids: milk, water, or milk of 
magnesia (1 tablespoon to 1 cup of 
water). 

For alkalis: milk, water, any fruit 
juice, or vinegar. 
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For patient 1-5 years old—l to 2 
cups. 
For patient 5 years and older—up 
to 1 quart. 
B. Induce Vomiting When Non-corrosive 
Substances Have Been Swallowed: 

1. Give milk or water (for patient 
1-5 years old—1 to 2 cups; for patient 
over 5 years—up to 1 quart). 

2. Induce vomiting by placing the 
blunt end of a spoon or your finger at 
the back of the patient’s throat, or by use 
of this emetic—2 tablespoons of salt in a 
glass of warm water. 

When retching and vomiting begin, 
place patient face down with head lower 
than hips. This prevents vomitus from 
entering the lungs and causing further 
damage. 


II. Inhaled Poisons 

1. Carry patient (do not let him walk) 
to fresh air immediately. 

2. Open all doors and windows. 

3. Loosen all tight clothing. 

4, Apply artificial respiration if breath- 
ing has stopped or is irregular. 

5. Prevent chilling (wrap patient in 
blankets). 

6. Keep patient as quiet as possible. 

7. If patient is convulsing, keep him 
in bed in a semi-dark room; avoid jarring 
or noise. 

8. Do not give alcohol in any form. 


III. Skin Contamination 


1. Drench skin with water (shower, 
hose, faucet). 

2. Apply stream of water on skin while 
removing clothing. 

3. Cleanse skin thoroughly with water; 
rapidity in washing is most important in 
reducing extent of injury. 


IV. Eye Contamination 


1. Hold eyelids open, wash eyes with 
gentle stream of running water immedi- 
ately. Delay of few seconds greatly in- 
creases extent of injury. 

2. Continue washing until physician 
arrives. 

3. Do not use chemicals; they may 
increase extent of injury. 
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V. Injected Poisons (scorpion and snake 
bites) : 

1. Make patient lie down as soon as 
possible. 

2. Do not give alcohol in any form. 

3. Apply tourniquet above injection 
site (e.g., between arm or leg and heart). 
The pulse in vessels below the tourniquet 
should not disappear, nor should the 
tourniquet produce a throbbing sensa- 
tion. Tourniquet should be loosened for 
1 minute every 15 minutes. 

4. Apply ice-pack to the site of the 
bite. 

5. Carry patient to physician or hos- 
pital, DO NOT LET HIM WALK. 


VI. Chemical Burns 

1. Wash with large quantities of run- 
ning water (except those caused by 
phosphorus) . 

2. Immediately cover with loosely ap- 
plied clean cloth. 

3. Avoid use of ointments, greases, 
powders, and other drugs in first-aid 
treatment of burns. 

4. Treat shock by keeping patient flat, 
keeping him warm, and reassuring him 
until arrival of physician. 


MEASURES TO PREVENT POISONING 
ACCIDENTS 


A. Keep all drugs, poisonous substances, 
and household chemicals out of the 
reach of children. 

B. Do not store non-edible products on 
shelves used for storing food. 

C. Keep all poisonous substances in their 
original containers; do not transfer to 
unlabeled containers. 

D. When medicines are discarded, de- 
stroy them. Do not throw them where 
they might be reached by children or 
pets. 

E. When giving flavoured and/or 
brightly coloured medicine to chil- 
dren, always refer to it as medicine— 
never as candy. 

F. Do not take or give medicine in the 
dark. 

G. READ LABELS before using chemi- 
cal products. 


J.A.M.A 1957, 165: 686. 
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Welcome to Vancouver and the Meetings: 


- is my privilege and pleasure to welcome all public health workers to the 

forty-sixth annual meeting of the Canadian Public Health Association. This 
year, we are especially fortunate in being able to combine our meeting with 
that of our confréres of the Western Branch, American Public Health Associa- 
tion. We, Dr. G. R. F. Elliot, President of the Western Branch, Dr. Susan 
McMaster, President of the British Columbia Branch, and myself, invite you 
to this joint meeting. 

Ten years ago, it was the pleasure of public health workers in British Colum- 
bia to be host to their associates from Canada and from the State of 
Washington. This year, we shall have with us representatives from the eleven 
western states, Alaska, Hawaii, and possibly other areas. We hope that the 
program will be informative and that your visit will be a happy one. 

At this annual conference, in addition to the pleasures and stimulation of 


the papers and discussions, perhaps we should ask ourselves a number of 
questions: 


Are we applying our efforts to the relief of problems such as aging, 
chronic diseases, accident prevention, mental diseases, air pollution? 


Are we assuming the responsibility of leadership in community surveys 
and studies of health needs and resources and in community planning 
for provision of health services? 


Our Association, the Canadian Public Health Association, needs our 
support. Are we all carrying our full share of responsibility? 


The opportunity for the exchange of ideas and informal discussion provided 
by our annual meeting should help us to answer these questions in the affirma- 
tive. The stimulation we derive from these discussions will make more worth- 
while our efforts toward the improvement of public health. 


We hope that when you return to your communities you will remember your 
visit to Vancouver with pleasure. 


STEWART MURRAY, M.D., D.P.H. 
President, Canadian Public Health Association. 
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Preliminary Directory of Sessions 


MONDAY, MAY 19 
9.00 a.m.—Executive Council Meeting, C.P.H.A. 


Executive and Regional Board Meeting, Western Branch, A.P.H.A. 


TUESDAY, MAY 20 

9.00 a.m.—First General Session. 

10.30 a.m.—Section Meetings: Dental Public Health 
Environmental Sanitation / 
Veterinary Public Health § 
Epidemiology 
Vital and Health Statistics 
Health Education 
Health Officers ’ 
Industrial Hygiene \ 
Laboratory 
Medical Care 
Nutrition 
Public Health Nursing 

12.30 p.m.—Luncheon for Nutrition Section 

2.00 p.m.—Section Meetings: Dental Public Health 
Environmental Sanitation / 
Veterinary Public Health —{ 
Epidemiology 
Health Education 
Industrial Hygiene 
Laboratory 
Medical Care 
Public Health Nursing 
Health Officers 
Nutrition 
Vital and Health Statistics 

8.00 p.m.—Annual Meeting, B.C. Branch 


WEDNESDAY, MAY 21 


—~_—’ 


8.00 a.m.—University of California, Public Health Alumni Association, Breakfast 


9.00 a.m.—Second General Session 
12.30 p.m.—Luncheon 
2.30 p.m.—Third General Session 


THURSDAY, MAY 22 


Combined Session 


Combined Session 


Combined Session 


Combined Session 


Combined Session 


9.00 a.m.—12.00 noon—Section Meetings: Environmental Sanitation 


Epidemiology \ 
Health Officers f 
Veterinary Public Health 
Health Education 
Industrial Hygiene \ 
Medical Care 
Laboratory 
Public Health Nursing 
9.00 am.-10.15 am.— Dental Public Health 
Nutrition 
Vital and Health Statistics 
10.30 a.m.—12.00 noon— Dental Public Health 
Vital and Health Statistics \ 
Nutrition 


2.30 p.m.—Fourth General Session 


4.00 p.m.—Business Meetings—C.P.H.A. and Western Branch 
5.00 p.m.—Hospitality Hour. Buffet Supper and Entertainment. H.M.C.S. Discovery 
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Combined 
Session 


Combined 
Session 


Combined 
Session 


Combined 
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CENTENNIAL CELEBRATION 


Canada’s westernmost province is 100 years old... 
a century of tremendous industrial progress and great 
economic and cultural growth. British Columbia is 
staging throughout its 366,000 square miles this year 
a celebration that will be unequalled on the North 
American continent. A seemingly endless list of events 
will include hundreds of Centennial activities. 

One highlight, perhaps the most spectacular, will be 

the re-enactment by eighteen men in three Indian 
CENTENARY canoes of Simon nets trip down the Fraser River 
150 years ago—a voyage credited with establishing for Great Britain her 
possessions in the west. These modern adventurers will follow Simon Fraser's 
actual route, using an exact copy of his diary, shooting the river's rapids, and 
braving the treacherous Hell’s Gate during the 450 mile, six-week trip. The 
voyage will be tied in with spectacular celebrations along the way and at 
Vancouver. 

Canada’s military services will present dazzling performances and _ the 
world-famous Royal Canadian Mounted Police musical ride and band will 
tour the Province. 

Fighting ships from fifteen countries will take part in a thrilling naval 
review. This will be the largest assembly of naval ships ever gathered on the 
Pacific Coast. 

A unique and colourful “Salute to the Sockeye Salmon” is being planned at 
Salmon Arm, home of the 300 acre Adams River spawning beds. 

Sports will play a dominant role in the Centennial celebrations. The famed 
Macdonald Brier curling playdowns will be held in Victoria preceded by a 
giant Centennial bonspiel. National tennis and badminton championships will 
be held in Victoria also. Vancouver will be host to an international sailing 
regatta, a $50,000 Centennial Open golf tournament, and the fabulous Grey 
Cup football classic in November. 

A stage-coach, perfect replica of the old mail stages, will tour the Province 
bearing greetings from Lieutenant-Governor Frank Ross and Premier W. A. C. 
Bennett. Treasured historical exhibits from the provincial archives will tour 
the Province in a museum caravan. 

These and many more events are all on the calendar this year in British 


Columbia—to make the Centennial the best and biggest birthday ever held 
anywhere! 














VANCOUVER—THE CONVENTION CITY 


ANCOUVER is the third largest city of Canada, the metropolitan center 

for the great province of British Columbia, and one of the most beautiful 
cities in America. Located in a fascinating setting of sea and mountain, 
Vancouver has an ideal, average temperature of 47.5° and the average summer 
temperature is in the low 70’s. The average rainfall is 38.43 inches. This city of 
half a million people covers an area of 44 square miles in which there are 
116 parks. The snow-covered peaks of the Coast Range mountains on the 
North Shore make a magnificent backdrop to the city’s ever-changing skyline. 
Vancouver is a bustling, modern metropolis, growing so fast that even resi- 
dents find it difficult to keep up with the changes. Some of the most modern 
architectural trends on the continent are to be found in the new homes, 
schools, churches, libraries and office and apartment blocks. The new B.C. 
Electric Company’s head office dominates the city skyline, especially at night 
when it is all alight—its shining, slender elegance adds a glowing touch to the 
brilliant, flashing neon signs. 
Stanley Park. Famous the world over for its one thousand acres of natural 
grandeur, Stanley Park should be explored and enjoyed at leisure. Many 
visitors make the nine-mile drive around the park by car or bus, to see some 
of the points of interest. The social hour and banquet on Thursday, May 22, 
will be held in Stanley Park on board H.M.C.S. Discovery, training station for 
the Royal Canadian Navy (the island was formerly used by Indian tribesmen 
as a burial place and was called Deadman’s Island). Close by are the Nine 
O'clock gun which gives the city the correct time each evening, and the 
Brockton Point Oval, the archery range and cricket field. At the Lighthouse 
is a fine panorama of the harbour and the North Shore. 

To enjoy Stanley Park properly the visitor should spend time on foot, 
bicycle, or on horseback and visit some of the following places. The zoo, famous 
for its King Penguins, contains fine examples of modern architecture by local 
artists. The Children’s Zoo is a source of great delight where children and baby 
domestic animals roam freely together. For the children, too, there are rides 
on ponies and on a miniature railwa,. For everyone, there are picnic areas 
and refreshment booths, as well as restaurants open for luncheon, tea oi 
supper. Lost Lagoon has a boathouse, and there are putting greens, a small 
18-hole golf course, tennis courts, outdoor checkers and horseshoe pitches. 
Within the Park are 22 miles of footpaths and 5 miles of bridle trails through 
deep, green forest. 

From the Past. When Captain George Vancouver of the Royal Navy sailed 
the H.M.S. Discovery into Burrard Inlet on June 13, 1792, this part of the coast 
was occupied by Coast Salish Indians. In July 1808, they gave Simon Fraser a 
very hostile reception when he arrived by canoe at the mouth of the Fraser 
River after a hazardous journey from the interior. These Indians were expert 
woodworkers and built homes of great length (often several hundred feet). 
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The art of basketry was well developed and they wove mats, skirts, robes and 
blankets from rushes, cedar bark, the wool of the mountain goat and the hair 
of the domestic dog bred for the purpose. They avoided clothes whenever 
possible, covering their bodies only in bad weather. Examples of their work 
and that of other Coast Indians may be seen in the Edward Lipsett Museum 
in Exhibition Park, and the Museum of Anthropology, located in the basement 
of the library at the University of British Columbia. 

In 1859, the Royal Engineers established a civil administration and in 1820 
Granville Townsite was named and lots sold. In 1886, Vancouver was in- 
corporated. On June 13, 1886, the city was destroyed by fire. On May 23, 1887, 
the first transcontinental train arrived from Montreal. This old C.P.R. engine 
is at Kitsilano Beach where it is preserved as a souvenir. In the same year the 
first trans-Pacific passenger steamer arrived, the “Abyssinia”. In 1925, the 
Second Narrows Bridge linked the city to the North Shore. Today, the new 
bridge is under construction alongside the old one. 

Dining Out in Vancouver. In Vancouver, you can dine on a mountain top or 
on the waterfront, sit by a sidewalk table or under a striped umbrella in the 
park. You can watch big- name artists perform while having supper in a 





Vancouver—Convention City 


night-club, or for a cosy téte-a-téte there are dining rooms with shaded lights 
and soft music. The menus present dishes from every land. The big steak is 
probably the favourite, but for a change you may relish French cuisine, 
Italian and Mexican dishes and the popular Swedish smorgasbord. 

Shopping. People from all over the world enjoy shopping in Vancouver. 
In the shops can be found the best in woollens, rare old English antiques, and 
many other collector's items. Our Canadian blankets are of a very fine quality 
and for lovers of the outdoors the Cowichan Indian sweaters are incomparable. 
Within a comparatively small area may be found specimens of Indian and 
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English Bay—Vancouver’s famous ocean beach 


Eskimo art, cloth woven by local weavers, pottery and pictures, exciting 
French perfumes and world- famous E nglish leather goods. The seeker of gifts 
would be well advised to visit the stores in Chinatown which are full of exotic 
and bizarre oriental wares. 
North Shore. Fifteen minutes from downtown Vancouver. on the North 
Shore, are mountains that alone make a trip to Vancouver worthwhile. Here 
are scenic regions of beauty and grandeur where tree and fern-clad canyons 
have been cut deep into the solid rock by the swift rivers. Capilano River is a 
natural division between North and West Vancouver and to cross the Capilano 
Suspension Bridge, a 450 stretch, 230 feet above the roaring Capilano, is a 
real thrill. The Grouse Mountain Chair Lift gives you a 40-minute scenic ride 
which rises 2,300 vertical feet in a mile. There is a chalet at the top where 
you can dine and dance and enjoy the panorama spread before you—the city, 
the ocean, Vancouver Island and the Olympic Peninsula. At night, it is a 
twinkling fairyland of lights. 
Vancouver—“Gateway to the Pacific’. One of the world’s largest and finest 
harbours, Canada’s “Gateway to the Pacific” has 98 miles of waterfront and is 
a regular port of call for nearly fifty deep-sea lines. Vancouver is very much 
a city of the sea, a veritable paradise for lovers of watersports. Within a few 
minutes’ drive from downtown Vancouver you can enjoy water skiing in 
superb settings, and swimming, sailing and fishing up secluded inlets and 
coves in sight of wooded cliffs that sweep sheer to the water. A short drive 
will take you to Fisherman’s Cove, Deep Cove, or Horseshoe Bay where 
fishermen land their sparkling catch at the quayside. 

Whether vou prefer sailing, swimming, fishing, boat trips, or just sitting 
watching glorious sunset seascapes, Vancouver is an ideal city for a pleasure- 
filled vacation. 








NEWS 


Federal 

On pay 1, 1958, Canada’s population 
was estimated as 16,887,000. This represents 
an increase over the 1956 figure of 
16,081,000 of 806,000. The population of 
Metropolitan Toronto in 1956 was 1,385,028 
and of Metropolitan Montreal 1,620,758. 
Immigration to Canada since the end of the 
second world war has passed the 1,500,000 
mark. The Immigration Department states 
that at least one out of every fifteen persons 
in Canada today is a post-war immigrant. 
The total immigration in 1957 was 280,000. 

Amendments to the legislation relating to 
the National Hospital Insurance Plan provide 
for commencement from July 1 of payments 
to provinces that have provincial schemes in 
operation. Four provinces will be eligible to 
receive grants on the starting date including 
Saskatchewan, Alberta, British Columbia 
and Newfoundland. Manitoba has informed 
the federal government of its intention to 
enter the National Hospital Insurance Plan 
and New Brunswick, Nova Scotia and 
Prince Edward Island have indicated their 
wish to participate. The Ontario plan is to 
commence January 1, 1959. Thus, nine of 
the ten provinces are participating in the 
Plan. 

Announcement was made at the recent 
session of Parliament that by an amendment 
the hospital construction grant in the na- 
tional health grants program will be in- 
creased from $6,500,000 to $13,000,000 to 
supplement further the progress that has 
been made in increasing the number of hos- 
pital beds in Canada. The grant for five 
years was $13,000,000 but this was reduced 
to half as the original amount was not being 
fully utilized. Three new grants were intro- 
duced at the time to provide improved 
health services for mothers and _ children, 
for disabled persons and to improve labora- 
tory and radiological facilities and services. 

At the last session of Parliament, important 
changes were announced in federal-provin- 
cial fiscal arrangements. Under the new plan, 
the provinces will be paid 13% of personal 
income tax collected within their borders. 
Formerly, they received 10%. Half of all 
succession duties and 9% of corporation tax 
collections will continue to be made avail- 
able to them. This is considered an interim 
arrangement and follows the presentation 
made by the provincial governments at the 
federal-provincial conference last fall. 


NOTES 


Miss Jessie Rae, B.Sc., for the past four 
years a member of the staff of the nutrition 
division, Department of National Health and 
Welfare, has resigned to carry out post- 


graduate work at Cornell University, Ithaca, 
N.Y. 


F. H. Silversides, formerly administrator 
of the Children’s Hospital Halifax, has joined 
the staff of the Indian and northern health 
services, Department of National Health and 
Welfare, as hospital management consultant. 


Dr. Dorothy M. Powelson, associate pro- 
fessor of bacteriology, Purdue University, 
Lafayette, Indiana, is spending a sabbatical 
year at the Laboratory of Hygiene, Depart- 
ment of National Health and Welfare. 


Dr. D. Kubryk, epidemiology division, 
Department of National Health and Welfare, 
was recently named secretary of the medical 
advisory committee of the Canadian High- 
way Safety Conference. 


Dr. B. Primeau, medical consultant, 
medical rehabilitation and disability ad- 
visory services, Department of National 
Health and Welfare, addressed the 
December meeting of the Prince Edward 
Island branch of the Canadian Medical 
Association on present facilities and needs 
in this field of public health. 


Joseph W. Willard, Ph.D., director, re- 
search and statistics division, Department of 
National Health and Welfare, has taken an 
assignment with the Pan-American Sanitary 
Bureau as research consultant and co-ordi- 
nator of a survey team which is undertaking 
a survey of health services and resources in 
Costa Rica. He was in Costa Rica recently to 
plan with the government of that country 
the nature and scope of the survey. In addi- 
tion to Dr. Willard, the group will probably 
include consultants in environmental sanita- 
tion, public health administration and 
epidemiology. 

National Health Grants totalling more 
than $71,600 have recently been approved 
to assist with the establishment of a heart 
research and treatment center to be operated 
in Montreal jointly by the “em Victoria 
— and the Montreal Children’s Hos- 
pital. 


Dr. J. B. Bundock, National Health 
Grants, Department of National Health and 
Welfare, po a meeting of the Quebec 


branch of the Health League of Canada in 
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Quebec City early in February during 
“Health Week”. 

Hospital construction grants recently ap- 
one under the National Health Program 
include: British Columbia—Fraser Canyon 
Hospital, Hope $33,583; Burnaby General 
Hospital, $163,370; Saskatchewan—Lipton 
Health Centre, $2,620; Saskatchewan Hos- 
pital, North Battleford, $169,987; — 
Health Centre, $2,353; Fox Valley Medica 
Clinic, $3,100; Manitoba—Souris District 
Hospital, $4,130; Children’s Hospital, Win- 
nipeg (nurses’ residence), $68,683; Ontario 
—Civic Hospital, North Bay, $6,056; Toronto 
Western Hospital, $18,183; Quebec—Hotel 
Dieu d’Alma, Alma, $48,090; Clinique de la 
Ligue Antituberculeuse de Québec, Quebec 
City, $15,000; Newfoundland—St. Clare’s 
Mercy Hospital, St. John’s (nurses’ resi- 
dence), $50,000; St. John’s General Hospital, 
$83,300. 


British Columbia 

New community health centers have been 
opened in Qualicum Beach, Langley and 
Salmon Arm. The first two were opened 
officially by the Minister of Health and Wel- 
fare, The Honorable Eric Martin, and the 
last by Mr. J. A. Reid, M.L.A. There was 
also a new addition to the Kelowna Health 
Centre opened in the middle of January. 
This new section is designed for use by the 
various voluntary agencies in the area. 

The toxicity out reak among oysters in 
certain B.C. waters is now over. All areas 
affected by the closure have been opened 
for oyster harvesting. Testing indicates, 
however, that clams remain toxic and the 
closure on them still applies. 


Alberta 

Mrs. H. M. Steinhauer, formerly a public 
health nurse with Indian Health Services, 
has been appointed to the position of senior 
nurse wiih the recently formed North 
Eastern Alberta Health Unit at St. Paul. 
Mrs. Rose Gaba, Mrs. Hilary Tenove and 
Mrs. Violet Jorgensen have been appointed 
as staff nurses. 

A course in civil defence for nurses was 
held for the second time by the Alberta 
Civil Defence School from January 13-17, 
1958. 

The prevention of rheumatic fever has 
nek considerable attention during the 
last six months. It was discussed by the 
medical officers’ section of the C.P.H.A. 
(Alberta Division) last September; it was 
raised again at the annual Health Unit Con- 
ference in November; and it was the subject 
of a panel presentation at the last monthly 
staff meeting at the University of Alberta 
Hospital. Hope has been expressed that the 
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Provincial Department of Public Health 
will provide a penicillin for this most 
worthy purpose. 

Manitoba 


At present, various provincial departments 
are housed in buildings outside the Parlia- 
ment Building. A new provincial building to 
provide for these departments is planned. 
An eight- to ten-storey structure will be 
erected at the corner of York and Kennedy 
Streets. 

Under the joint sponsorship of the Pro- 
vincial Departments of Health and Educa- 
tion, the 1958 course for training sanitary 
inspectors commenced at the Manitoba 
Technical Institute on February 3. Mr. 
James Sisler, B.S.A., M.P.H., City of Win- 
nipeg Health Department, is conducting the 
course. Fourteen applicants have been ac- 
cepted for enrolment. Bursaries have been 
provided under the federal health training 
grants. 

Director of Food Control, A. G. McLeod, 
attended a one-week course at the Robert A. 
Taft Center, Cincinnati, Ohio, held from 
February 10 to 14. The course was spon- 
sored by the U.S. Public Health Service and 
presented advanced technical information 
on the examination of foods for bacterio- 
logical and chemical contaminants, and 
emphasized methods, standards and oper- 
ating procedures applicable to food sanita- 
tion programs. 

With the January issue of Newsletter, the 
Manitoba Department of Health embarked 
on its fourth year of publishing this four- 
page monthly bulletin. Circulated among 
the staff of the Health Department, it is 
designed to keep the staff informed of the 
various activities in all divisions, and also 
carries articles of special interest in related 


fields. 


Ontario 

On January 15, the blood transfusion ser- 
vice for Metropolitan Toronto was officially 
declared in operation by Premier Leslie 
Frost at a gathering of government, munici- 
pal and hospital representatives, volunteer 
workers and other persons interested in the 
Canadian Red Cross Society. Mr. R. C. 
Scrivener, Chairman of the Blood Donor 
Service Committee for Metropolitan Toronto, 
presided at the meeting which was held at 
the Ontario Depot of the Red Cross on 
Jarvis Street. This meeting marked the com- 
mencement of free blood transfusion service 
in all public hospitals in Metropolitan 
Toronto. For some years the Canadian Red 
Cross Society, in co-operation with pro- 
vincial health authorities, has wuatia a 
free blood transfusion service throughout 
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Canada with the exception of the Toronto 
area and certain other sections of the 
province. A charge of $5.00 per bottle of 
blood will be made in the Toronto area by 
each hospital to cover laboratory and equip- 
ment charges. This will relieve patients of 
the former charge of $25.00 per pint or the 
replacement with two pints of blood for 
every pint drawn from the hospital bank. 

In accordance with an amendment to the 
Department of Labour Act, regulations 
governing industrial use of radio-active 
materials are being prepared in keeping with 
the broad powers of the Department to safe- 
guard workers in industry and commerce 
from the effects of ionizing radiation. 

Blue Cross semi-private hospital coverage 
designed to supplement the basic coverage 
of Ontario’s hospital insurance scheme will 
be made available January 1, 1959—the same 
date as the government scheme goes into 
operation. Rates (consisting of the govern- 
ment rate plus the Blue Cross rate) will be 
higher for single persons but lower for 
families than the present Blue Cross cost, 
but there will be more comprehensive bene- 
fits. A Blue Cross service contract (semi- 
private) now costs $2.05 single and $5.70 
family. New rates will be $2.65 single and 
$5.30 family. Actual cost of the Blue Cross 
supplement will be 55¢ single, $1.10 family 
to which must be added government costs 
of $2.10 single, $4.20 family. 

A series of projects has been announced 
by the Ontario Water Resources Commis- 
sion. The first major water pipeline project 
will benefit the southwestern area of Ontario 
and will cost more than $3,000,000. A 
filtration plant with the capacity of 8,000,000 
gallons per day with provision for an ulti- 
mate capacity of 30,000,000 gallons daily 
will be built. The project will serve the 
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towns of Leamington and Essex, the town- 
ships of Mersea, Gosfield North, Gosfield 
South and Maidstone, and the H. J. Heinz 
Company at Leamington. 

Health Minister Mackinnon Phillips has 
announced the establishment of a new resi- 
dential center for the study and treatment of 
emotionally disturbed children. Located at 
Thistletown, near Toronto, the Center will 
be ready for occupancy in the course of the 
next few weeks. In order to establish routines 
and techniques in advance of the openin 
of the Center in general, a small group o 
children has been admitted and the special- 
ized staff temporarily established in the 
administrative wing. 


Newfoundland 

The International Grenfell Association, 
which provides medical and hospital services 
in northern Newfoundland and Labrador, 
will receive a national health grant of 
$20,000 to bring better radio-telephone com- 
munication to its stations and ships to pro- 
vide more speedy and efficient service to 
the sick and injured. 

Welfare Minister Abbott has announced 
government plans for 192-unit apartment 

rojects in St. John’s. Forty-six units will be 
built in the center of the city where slums 
have been removed. Each unit will contain 
2, 3, or 4 bedrooms and be rented to families 
earning between $1,200 and $3,600 per year. 
The rent would be approximately 20% of the 
tenant’s income and would not be based on 
the size of the family or the amount of room 
needed. The remaining units will be built 
near the city’s modern Elizabeth Avenue 
section. The project will be carried out 
under a tideenlypeevtnati arrangement. 
Since 1949, the government has assisted in 
the building of 400 dwellings for workmen. 


Coming Events 


Canadian Public Health Association, May 
20-22, Hotel Vancouver, Vancouver, B.C. 

College of General Practice, April 14-16, 
Royal Alexandra Hotel, Winnipeg, Man. 

Canadian Conference on Social Work, 
June 1-6, Montreal, Que. 

Canadian Medical Association, June 15-19, 
Halifax, N.S. 

Canadian Tuberculosis Association, Chateau 
Frontenac, Quebec City, June 9-12. 

Ontario Medical Association, Royal York 
Hotel, Toronto, May 12-16. 

Ontario Public Health Association, Toronto, 
September 29-October 1, 1958. 

Canadian Otolaryngological Society (Société 


Canadienne D’Otolaryngologie ) — Annual 
Meeting—Halifax, N.S. (Dr. Donald M. 
MacRae, 324 Spring Garden Road, Hali- 
fax, N.S.), June 9-11, 1958. 

College of General Practice—Annual Con- 
vention—Royal Alexandra Hotel, Winni- 
peg, Man., April 14-16, 1958. 

Canadian Federation of Biological Societies, 
First Annual Meeting, Queen’s University, 
Kingston, Ontario, June 9-11. 

New Brunswick-Prince Edward Island 
Branch, Canadian Public Health Associa- 
tion, Annual Meeting, Charlottetown, 
P.E.L, April 24, 1958. 











